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Abstract 
This study explored the clinical utility of the therapeutic alliance in Internet-
delivered cognitive behaviour therapy (ICBT). Although fundamental to the efficacy of 
face-to-face psychological treatment interventions, relatively little is known about the 
nature and function of the therapeutic alliance as it experienced online. Of 28 registered 
participants, 18 individuals (5 males, 13 females) ranging in age from 23 to 63 years 
(M=43.0, SD=13.05) completed Panic Online (PO), a therapist-assisted (by regular e-
mail support) Internet-based cognitive-behavioural treatment intervention for panic 
disorder, a pre and post-treatment test battery, and the Working Alliance Inventory 
(WAI). Overall, PO was found to be highly effective in reducing panic symptom 
frequency and severity, participants viewed ICBT as a credible treatment medium, and a 
strong therapeutic alliance was established. Though sample size restrictions ultimately 
prohibited a comprehensive mediation analysis and few differential predictors of 
treatment outcome were identified, results did provide partial support for the potential 
mediating role of the online therapeutic alliance. Statistically significant associations 
were found between the following: the WAI goals subscale and post-treatment reductions 
in anxiety sensitivity; higher levels of neuroticism and higher post-treatment stress levels; 
and higher levels of agreeableness and lower levels of post-treatment anxiety. However, 
no association was found between measures of individual participant factors (personality 
traits, self-efficacy, perceived treatment credibility) and WAI scores. Results have 
important theoretical and clinical implications for traditional views of what makes 
psychotherapy effective. The therapeutic alliance is widely regarded as the common 
factor that accounts for face-to-face psychological treatment outcome, and yet the results 
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of this study indicate that it is not essential to the successful Internet-based cognitive-
behavioural treatment of panic disorder. Future research should emphasise the qualitative 
dimensions of the therapeutic alliance online, include the development of scales that are 
specifically designed to measure the therapeutic alliance as it is experienced online, 
examine whether the therapeutic alliance mediates the relationship between individual 
factors and treatment outcome using a sample size sufficient for mediation analysis, and 
potentially investigate the functional neuroimaging of face-to-face compared with 
Internet-based cognitive behaviour therapy. 
Keywords: Internet-based, Internet-delivered cognitive behaviour therapy, ICBT, 
TA, online, e-therapy, panic disorder, CBT, therapeutic alliance, treatment outcome, 
mediation. 
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CHAPTER 1: OVERVIEW 
 
Internet delivered-cognitive behaviour therapy (ICBT) is a treatment modality 
with extraordinary therapeutic potential (Andersson, 2009; Barak, 1999; Bell, 2007; Jain, 
2011; Pier et al., 2008; Preschl, Maercker, & Wagner, 2011; Proudfoot et al., 2007; Smith 
& Senior, 2001). By utilising the Internet as a delivery system for evidence-based 
psychological practice, psychologists are able to treat people who would otherwise be 
inaccessible to, and therefore denied the benefits of, specialist mental health services 
(Griffiths & Christensen, 2007; Klein et al., 2009b; Mora, Nevid, & Chaplin, 2008; Pier 
et al., 2008; Ritterband et al., 2003). Rapidly growing in popularity, ICBT is an effective 
and economic treatment modality likely to play an integral role in the future of 
psychological health care, and yet relatively little is known of how or why it works 
(Amstadter, Broman-Fulks, Zinzow, Ruggiero, & Cercone, 2009; Carlbring & 
Andersson, 2006; Cook & Doyle, 2002; Kiropoulos et al., 2008; Klein et al., 2009a; 
Klein et al., 2009b; Smith & Senior, 2001). Like the Internet itself, ICBT is rapidly 
evolving, highlighting an urgent and pressing need to better understand the principles and 
processes underlying online psychological treatment interventions and factors affecting 
treatment outcomes (Proudfoot, 2004; Ritterband et al., 2003) 
Despite its considerable potential, ICBT is sometimes regarded as a controversial 
treatment medium (Andersson, Bergstrom, Carlbring, & Lindefors, 2005; Cook & Doyle, 
2002; Mora et al., 2008). At the heart of the controversy is the perception that, as it 
becomes more prevalent, Internet-based psychological therapy will somehow negatively 
impact on the nature and culture of traditional psychological service provision 
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(Andersson et al., 2006; Proudfoot, 2004; Rees & Stone, 2005). Critics of Internet-based 
psychological treatment interventions speculate that computers depersonalise 
psychotherapy by distancing clients from their therapists, giving rise to inaccurate 
psychological assessments in the absence of paralinguistic cues, and introducing 
undesirable legal and ethical complications to psychological treatment processes (Mora et 
al., 2008; Ritterband et al., 2003; Suler, 2004). Yet as research into ICBT advances so 
does recognition of its effectiveness as a treatment medium and its subsequent acceptance 
into mainstream psychological practice (Cavanagh & Shapiro, 2004; Knaevelsrud & 
Maercker, 2007; Shandley et al., 2008). 
To explain how ICBT can lead to positive treatment outcome in spite of the 
absence of nonverbal cues, researchers have turned their collective attention to 
established theoretical models that may account for the effectiveness of traditional face-
to-face psychological therapy (Bouchard et al., 2000; Cook & Doyle, 2002; Hanley & 
Reynolds, 2009; Jain, 2011; King, Bambling, Reid, & Thomas, 2006; Kiropoulos et al., 
2008; Klein et al., 2009a; Klein et al., 2009b; Klein & Richards, 2001; Klein, Richards, & 
Austin, 2006; Knaevelsrud & Maercker, 2007; Leibert, Archer, Munson, & York, 2006; 
Preschl et al., 2011; Reynolds, Stiles, & Grohol, 2006; Shandley et al., 2008). Preliminary 
evidence indicates that online treatment interventions based on cognitive-behavioural 
therapy, for instance, are consistently effective (Kiropoulos et al., 2008; Klein et al., 
2009a; Klein et al., 2009b; Klein & Richards, 2001; Klein et al., 2006; Shandley et al., 
2008); however, additional research is required to determine which cognitive-behavioural 
Internet-based treatment interventions are most effective and for whom. Furthermore, 
several factors have emerged that potentially influence client suitability to ICBT 
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(Andersson, 2009; Suler, 2001), chief among which are individual personality type 
(Amstadter et al., 2009; Spek et al., 2007b), perceived treatment credibility (Andersson, 
Carlbring, & Grimlund, 2008; Carlbring et al., 2005), and moderate symptomatology 
(Carlbring et al., 2006), though further research is required in order to substantiate these 
findings (Andersson, 2009; Suler, 2001).  
Defined as the partnership shared between client and therapist, the therapeutic 
alliance is widely regarded as fundamental to therapeutic change, and a definitive 
predictor of face-to-face treatment outcome (Bordin, 1979; Elvins & Green, 2008; 
Horvath & Greenberg, 1989; Horvath & Luborsky, 1993; Kokotovic & Tracey, 1990; 
Lambert & Barley, 2001). To date, however, little is known about the nature and function 
of the therapeutic alliance as it is experienced online (Andersson, 2009; Cook & Doyle, 
2002; Knaevelsrud & Maercker, 2007), and to the researcher’s knowledge no study has 
investigated its potential role as a mediator of predictors of client suitability to ICBT and 
subsequent treatment outcome. Addressing this gap in the literature, the forthcoming 
analysis will critically review and expand upon extant research dealing with the relevance 
of the therapeutic alliance to the clinical utility of the Internet as a psychotherapeutic 
delivery system. Specifically, following preliminary classifications and definitions of 
ICBT, the phenomenon of the Internet, the effectiveness of ICBT, and the mechanisms 
for determining client suitability to ICBT will be evaluated. Next, an overview of the 
therapeutic alliance, its online manifestation and a rationale for further investigating its 
role in affecting Internet-based psychological treatment outcomes will be provided. 
Finally, a research method and design will be presented for investigating the therapeutic 
alliance online as a potential mediator of individual client factors and Internet-based 
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treatment outcome. An experiment will be conducted in which the potential mediating 
role of the therapeutic alliance online will be tested, and subsequent findings presented 
and discussed. 
Overview of Chapters 
Chapter 2 
In chapter two, the classification and definition of ICBT to be used for this paper 
is outlined. Subsequent sections provide information related to the use of the Internet, its 
revolutionary impact on global communications, its potential psychotherapeutic 
applications, and the subsequent degree to which it is steadily changing the provision of 
psychological health care. Later subsections refer to the advantages (e.g., convenience 
and accessibility, efficiency, relapse prevention, increasing the range of therapeutic 
options) and disadvantages (e.g., security risks, crisis response limitations, the potential 
for reinforcing agoraphobic or avoidant behaviour) of Internet-based psychological 
treatment interventions, followed by a critical review of research dealing with their 
effectiveness. 
Chapter 3 
In chapter three, the treatment model (forming part of the theoretical framework) to be 
used for the current analysis is described. A brief overview of cognitive-behavioural 
theory and practice is provided, along with an analysis of factors affecting face-to-face 
and online cognitive behaviour therapy treatment outcome, considered important to 
determining client suitability to ICBT.  
Chapter 4 
Chapter four details the construct of the therapeutic alliance (as defined by common 
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factors theory): its conceptual origins (particularly in relation to the controversial Dodo-
bird hypothesis), relevance to the efficacy of traditional modes of psychotherapeutic 
treatment, basic components (bonds, tasks, goals), recognition as the primary catalyst of 
meaningful therapeutic change, and usefulness in predicting face-to-face therapeutic 
outcome. An analysis of research dealing with the role of the therapeutic alliance in 
online psychological treatment is provided.  
Chapter 5 
Chapter five presents a conclusion and rationale for further exploring the therapeutic 
alliance as it is experienced online, with particular regard to its potential role as a 
mediator of individual client factors and Internet-based psychological treatment outcome. 
Aims and hypotheses of the current study are provided. 
Chapter 6 
Chapter six outlines the methodology according to which the identified hypotheses of this 
study will be investigated. This section includes a description of participants, materials 
(questionnaires, treatment program) and methodological design and procedure. 
Chapter 7 
In chapter seven, the results of the present study are presented, corresponding to each of 
the stipulated hypotheses. Participant attrition rates are described and descriptive and 
inferential statistical analyses related to sample characteristics, treatment effectiveness, 
client suitability to ICBT, treatment credibility, and the potential mediating role of the 
therapeutic alliance (as it is experienced online) are subsequently provided. 
Chapter 8 
In chapter eight, the findings of the present study are discussed and compared with past 
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research findings. Specifically, this chapter presents a discussion of the effectiveness of 
ICBT, differential predictors of client suitability to ICBT, and the potential role of the 
therapeutic alliance in mediating the relationship between subjective participant factors 
and ICBT treatment outcome. For each hypothesis, an analysis of the theoretical and 
clinical implications of corresponding results is provided. Finally, limitations and 
recommendations for future research are provided. 
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CHAPTER 2: PSYCHOLOGICAL THERAPY ONLINE  
 
Classification and Definition 
Internet-based psychological treatment interventions are inherently difficult to 
catalogue and define. Like the term ‘psychotherapy’, Internet-based treatment 
interventions do not refer (and therefore cannot be reduced) to a single therapeutic 
modality or technique (Elvins & Green, 2008; Lambert & Barley, 2001; Martin, Garske, 
& Davis, 2000). Rather, Internet-based psychological treatments represent a family of 
online therapeutic approaches that encompass a broad range of applications (Grohol, 
1999; Sansbury, 2009). Furthermore, Internet-based psychological treatment 
interventions may be understood as belonging to the broader classification: ‘e-therapy’, 
an umbrella term which incorporates a combination of electronic therapeutic modalities 
that are not entirely Internet-based, but which include varying degrees of Internet-
delivered administration, therapist contact and input (Andersson, 2009).  
Providing a universal and comprehensive definition of Internet-based 
psychological treatment poses several challenges (Andersson, 2009; Andersson 2012; 
Cook & Doyle, 2002; Grohol, 1999; Sansbury, 2009). First, the terms e-therapy, online 
therapy, Internet-based cognitive behaviour therapy, computerised cognitive behaviour 
therapy and internet-based therapy are frequently used interchangeably, potentially 
leading to inconsistent conceptualisations of Internet-based psychological treatment 
throughout the research literature and among community populations. Second, the 
Internet may be used therapeutically in a variety of ways (e.g., client-therapist 
communication, distribution of educational materials, and administration of psychometric 
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evaluations), each of which corresponds to a different clinical experience and may 
substantially influence therapeutic outcome (Andersson, 2009).  
Regardless of which term is invoked to describe Internet-based psychological 
services, all share in common the use of electronic systems as a medium for the 
administration of psychological support (Andersson, 2009; Grohol, 1999; Sansbury, 
2009). The prefix ‘e’ stands for the word electronic (Andersson, 2009; Cook & Doyle, 
2002; Grohol, 1999; Proudfoot et al., 2007; Ritterband et al., 2003; Sansbury, 2009), and 
is commonly used to denote the electronic manifestation of the term to which it is affixed 
e.g., e-mail (electronic mail). Thus, perhaps the simplest definition of e-therapy is 
inferred by the prefix itself: electronic therapy, or therapy that is administered using 
electronic resources. However, since the term e-therapy encompasses any form of therapy 
that utilises electronic media, it is not limited or bound to the Internet itself. 
Modes of e-therapy that involve the use of Internet-delivered cognitive behaviour 
therapy (ICBT; Andersson et al., 2012) are classified according to the nature and degree 
of therapist input and contact. That is, Internet-based psychological treatment 
interventions range from purely self-administered forms of ICBT (i.e., online self-help 
programs that do not involve any input from or contact with a clinician) to those in which 
a clinician maintains regular (phone, e-mail or face-to-face) contact with their client and 
closely supervises the online administration of a therapeutic intervention (Gateway 
Connect, 2008). However, ICBT modalities cannot be fully understood without first 
describing the nature of the medium through which they are typically administered: the 
Internet. 
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The Internet 
When Sigmund Freud’s seminal psychological work: The Interpretation of 
Dreams was first published in 1899, the telephone had only recently been patented and it 
took approximately 35 days for hand-written mail to be sent from England to Australia 
(Bellis, 2009). In little over one hundred years electronic and communications technology 
have advanced into a global super-network of interlinked computer systems, with 
estimates of international usage ranging from 580,000,000 people (Tabeart, 2009) to 
almost one quarter of the global population (Nielsen/NetRatings, 2006).  
Since its commercial inception in the 1990s, the Internet has revolutionised global 
economic, political, and social life (Miniwatts Marketing Group, 2009; Suler, 2004). Like 
the invention of the telephone, radio, and television, the Internet has become a global 
communication medium that routinely features in the daily activities of individuals, 
groups, governments, and businesses, many of which have grown accustomed to, if not 
partly dependent upon its benefits (Gralla, 1998; Mora et al., 2008). In Australia, for 
example, Internet access has increased in the last 10 years (1998 to 2008) to the point 
where it is virtually ubiquitous, and with it there have been substantial improvements in 
the stability and efficiency of online connectivity (Bell, 2007). Though the Internet 
remains inaccessible in some remote indigenous communities, more than 67% of 
Australian households now have Internet access and 75% access to a computer, and 
approximately 4.3 million (52%) Australian residences have broadband connectivity 
(Australian Bureau of Statistics [ABS], 2006). 
Often invoked as a model for the relationship between the brain and 
consciousness, the Internet is produced by a network of nodes that are capable of sharing 
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information (ABS, 2006). Like a single neuron, a single computer in isolation is capable 
of performing impressive yet limited functions. In combination, however, billions of 
interconnected computers form a virtual environment, sometimes referred to as 
cyberspace, in which people can communicate and share social relationships (Britt, 2005; 
Gralla, 1998; Suler, 2004). Accordingly, just as cognition and emotion cannot be reduced 
to a single neuron, the Internet cannot be reduced to a single computer or piece of 
software, but represents a medium in which social relationships can and do take place, 
and in which a therapeutic alliance is therefore viable (Sum, Mathews, Pourghasem, & 
Hughes, 2009). 
The Internet is a burgeoning human communication medium with extraordinary 
psychotherapeutic potential (Derks, Fischer, & Bos, 2008; Sum et al., 2009). The current 
therapeutic applications of the Internet are extensive, and when conceptualised as merely 
a fledgling evolutionary stage in the advancement of telecommunications technology, its 
future potential as a vehicle for the delivery of therapeutic support is virtually unlimited. 
However, like any form of technology, the Internet is merely a tool, and to a large degree 
its value is therefore determined by how it is applied. Therefore, it is important to 
consider the advantages and disadvantages of psychotherapeutic applications of the 
Internet.  
Advantages and Disadvantages of Internet-Based Treatment 
According to the Australian Government Department of Health and Ageing 
(2011), psychological illness is the leading cause of disability among Australians and the 
“single biggest risk factor for suicide” (p. 1). Approximately one third of Australians will 
be directly affected by a mental health condition throughout their lifespan, rising to 
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almost half the national population when alcohol and drug related mental health 
conditions are taken into account. Yet in spite of its high prevalence and intrinsic burden, 
nearly two million people in Australia who experience mental illness do not receive 
treatment (Australian Government Department of Health and Ageing, 2011). In this 
context, the forthcoming section examines and weighs the advantages and disadvantages 
of ICBT as a treatment medium. 
Convenience and Accessibility 
Arguably the primary advantage of ICBT is convenience (Andersson & Cuijpers, 
2008; Cuijpers, van Straten, & Andersson, 2008; Newman Szkodny, Llera, & Przeworski, 
2011; Preschl et al., 2011). The Internet makes it possible for those for whom face-to-face 
treatment would otherwise be inaccessible, impracticable or undesirable to receive 
clinical psychological support (Cavanagh & Shapiro, 2004; Griffiths & Christensen, 
2007; Ritterband et al., 2003). In rural compared with urban Australian communities, for 
example, despite the prevalence of mental illness, there are fewer trained mental health 
professionals and face-to-face psychological treatment is less likely to be actively sought 
(Griffiths & Christensen, 2007; Mora et al., 2008; Proudfoot, 2004; Ritterband et al., 
2003). Griffiths and Christensen (2007) examined the viability of ICBT in treating 
depression among people living in rural Australian communities, and reported that the 
Internet was a valuable and inconspicuous method of providing (psycho-educational and 
self-help) mental health support: “Internet-based applications were effective in reducing 
depressive symptoms and stigmatizing attitudes to depression and in improving 
depression literacy” (p. 81). 
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Although many psychopathological conditions are reasonably well understood 
and may be effectively treated using evidenced based psychological interventions (e.g., 
cognitive behaviour therapy), no matter how effective a given psychological intervention 
might be, its usefulness is ultimately determined by how accessible it is to those who 
need it. For instance, on an international scale clinical depression affects approximately 
121 million people and yet less than 25% of those people are accessible to treatment 
(Collins, Westra, Dozois, & Burns, 2004; Coyle, Doherty, Matthews, & Sharry, 2007). 
Likewise, in Australia and New Zealand, approximately 40% of individuals affected by 
anxiety disorders do not access treatment (World Health Organisation [WHO], 2012). 
Efficiency 
By increasing access to treatment, the Internet may improve the efficiency of the 
therapeutic process, particularly when used as a supplement to more traditional forms of 
therapy (Mitchell, 2007; Newman et al., 2011; Suler, 2004). Considering the availability 
of software to speed up the administration and scoring of psychometric evaluations, the 
unrestricted accessibility of psycho-educational resources typically associated with self-
help programs, and the capacity for immediate therapeutic responsiveness, the Internet 
provides a highly efficient supplementary therapeutic resource (Andersson, 2009; Coyle 
et al., 2007; Ritterband et al., 2003; Shandley et al., 2008). For instance, various modes of 
face-to-face cognitive behaviour therapy (CBT), such as rational emotive therapy (Cook 
& Doyle, 2002; Coyle et al., 2007), routinely feature homework programs as part of an 
overall treatment plan and these may be completed online and monitored by regular e-
mail or chat-server contact from almost anywhere in the world (Andersson, 2009; Postel, 
de Haan, & De Jong, 2008). 
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As an efficient therapeutic modality, ICBT is often touted as cost-effective 
(Andersson, 2009; Newman et al., 2011). However, although suited to the tendency in the 
current Australian health care system to limit the time (i.e., number of clinical sessions) 
available to people undertaking therapy (Andersson, 2009; Mihalopoulos et al., 2005; 
Palmqvist, Carlbring, & Andersson, 2007; Shandley et al., 2008), the efficiency of ICBT 
may also foster a culture of brief intervention, since the benefits of long-term engagement 
in psychotherapy are frequently undercut by economic restrictions within public mental 
health care systems (Australian Psychological Society [APS], 2009). However, while the 
format and evolution of mental health care should not be singularly dictated by fleeting 
economic need, brief online intervention for people affected by mental illness is perhaps 
preferable to none at all. 
Security 
Some people perceive the Internet as an insecure treatment medium. For 
individuals who do engage in Internet-based psychological treatment, the thought of 
having the most intimate details of their mental lives invaded, hacked or anonymously 
published without their permission is understandably unsettling. According to the 
Australian Psychological Society (2007a) ethical code of conduct general principle III(a): 
“Members must inform their clients of the legal and other limits of confidentiality”, and 
in the ethical guidelines, section 3.1 states: “Clients should be informed that 
confidentiality is limited by the security of the technology”. In the context of ICBT, this 
is no small matter, since information stored online is potentially vulnerable. However, 
while online data transfer does involve risks to client confidentiality and privacy, the 
insecurity of the Internet as an information system is something that can be effectively 
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managed using encrypted data transfer protocols and web-sites (APS, 2007b). 
Furthermore, sensitive data can be transferred to password protected external hard drives, 
making it easier to store and no less vulnerable to theft or exposure than data stored on 
any other tangible format (e.g., hard copies of written data kept in locked filing cabinets). 
Crisis Response 
 Paradoxically, ICBT improves client access to psychological health care 
(particularly after-hours) while limiting the ability of therapists to provide direct crisis 
response (Andersson, 2009). This is an area of major concern in the practice of ICBT 
because of the risks to client welfare, especially in preventing or responding to suicidal 
behaviour (Carlbring & Andersson, 2006). In traditional face-to-face therapy, a mental 
health professional and their client are in the same room together, making it easier for the 
clinician to detect distress in their clients and provide immediate crisis intervention. 
However, because mental health professionals who practice ICBT are physically removed 
from their clients, they cannot easily reach them in the event of an emergency. 
Consequently, it is crucial that practitioners of ICBT interventions negotiate crisis 
response plans with clients prior to treatment onset (Hirschfeld, 1996). 
Therapeutic Options and Avoidant Behaviour 
Another advantage of ICBT is that it increases the range of therapeutic options for 
clients to choose from (Carlbring & Andersson, 2006; Cavanagh, 2010).  In the absence 
of Internet-based treatment interventions, clients are arguably confined to less efficient 
therapeutic formats that place unnecessary restrictions on the number and variety of 
individuals who can benefit from engagement in some form of psychotherapy (e.g., 
people with disabilities, people living in remote areas), limiting the potential of existing 
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evidence-based therapeutic approaches to be delivered to those who are in need of 
therapeutic support (Cavanagh, 2010; Cavanagh & Shapiro, 2004; Griffiths & 
Christensen, 2007; Ritterband et al., 2003). Conversely, for some people ICBT may 
maintain their tendency to avoid face-to-face interactions with a mental health 
professional (Cavanagh, 2010). 
For individuals who use Internet-based psychological health care as another 
means of avoiding face-to-face social situations, agoraphobic tendencies or avoidant 
behaviour may be inadvertently reinforced, since it is by exposure and subsequent 
desensitisation that symptoms of pathological anxiety may be reduced (Griffiths & 
Christensen, 2007). Nonetheless, the Internet also provides a safe starting point for 
therapeutic engagement that may allow clients who experience agoraphobic tendencies or 
high levels of social anxiety to make a gradual transition into face-to-face clinical settings 
(Andersson, 2009; Cavanagh, 2010). As such, ICBT may be better suited to individuals 
with certain characteristics (e.g., high levels of self-efficacy) or personality traits (e.g., 
openness, agreeableness). 
Technological Limitations 
Despite increasing the range of therapeutic options available to clients, another 
concern related to e-therapeutic interventions is the reliability of the commercial 
communications technology (Andersson, 2009; Andersson et al., 2006). Although 
precautions can be taken to increase the security of ICBT systems (Carlbring & 
Andersson, 2006), Internet connectivity, particularly for clients who are relatively 
unfamiliar with the experience of online communication, is sometimes unpredictable 
(Andersson, 2009; Suler, 2004). Even broadband Internet connections can be unreliable, 
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and if a client loses their connection to their therapist during a sensitive moment in online 
treatment that involves synchronous communication between the client and their therapist 
(e.g., live chat, videoconferencing), it will not only disrupt the flow of the counselling 
session, but could leave them feeling needlessly confused or distressed. In face-to-face 
therapy, this is equivalent to a therapist spontaneously getting up and leaving a client, 
without explanation. 
Relapse Prevention 
Perhaps one of the most effective applications of Internet-based treatment 
interventions is relapse prevention (van Wagner, 2009). As part of the post-treatment 
phase, the Internet can be used to facilitate check-ups, maintain intermittent contact 
between a client and clinician, and provide access to multi-media psycho-educational 
materials (e.g., audio-visual materials) or self-administered homework programs, thus 
reducing the risk of relapse into psychopathological states. In this context, the client is 
empowered to take responsibility for their engagement in post-clinical care (Cavanagh, 
2010), and the Internet enhances current treatment interventions (Andersson, 2009; 
Palmqvist et al., 2007). However, an apparent limitation within the ICBT research 
tradition — perhaps partly due to the relatively recent and currently limited integration of 
the Internet into mainstream psychological health care — is the conspicuous absence of 
longitudinal data dealing with the effectiveness of ICBT in reducing the risk of relapse. 
Summary 
To summarise, even when considered solely in the context of replacing pen and 
paper components of traditional therapeutic techniques (e.g., psychometrics, homework 
assignments, case-notes, filing systems, written assessments), ICBT greatly improves 
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therapeutic efficiency and accessibility. Utilized as a database for the provision of 
psycho-educational materials, a delivery system for the administration of psychometric 
instruments, or a medium of therapeutic communication, the Internet makes it easier for 
individuals who would otherwise be inaccessible to psychological health care (e.g., as a 
result of physically disability, remote location, or social phobia) to receive effective 
psychotherapeutic treatment (Cavanagh, 2010). For those who are accessible to face-to-
face psychotherapy, the Internet augments treatment efficiency by making it more 
convenient to undertake structured therapeutic homework tasks or access post-treatment 
support. However, in cases where clients do not cope well with real social interactions, 
ICBT may only serve to reinforce or otherwise increase social isolation, indicating that 
regardless of its apparent effectiveness, online therapy is not suited to every client 
(Andersson, 2009; Cavanagh, 2010). 
The merits and drawbacks of ICBT are the subject of ongoing debate (Newman et 
al., 2011). Administered online, some therapists fear that psychological treatment 
interventions are less effective because clinicians are unable to adequately perceive their 
client’s paralinguistic reactions (e.g., facial expression, body language, vocal pitch and 
tone; Andersson, 2009; Carlbring & Andersson, 2006; Cook & Doyle, 2002; Suler, 
2004), consistent standards of therapeutic competency are more difficult to reliably 
demonstrate and police (Cook & Doyle, 2002; Knaevelsrud & Maercker, 2007), privacy 
and confidentiality are potentially insecure (Mora et al., 2008; Ritterband et al., 2003), 
and the integrity of the alliance shared between the client and their therapist may be 
compromised by the physical distance and subsequent asynchronicity of communication 
between them (APS, 2007a). However, preliminary empirical investigations into ICBT 
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consistently indicate that it is an effective treatment modality, particularly in relation to 
anxiety and mood disorders (Knaevelsrud & Maercker, 2007; Mora et al., 2008; 
Ritterband et al., 2003). 
The Effectiveness of Internet-Based Treatment Interventions 
Internet-delivered psychological treatment interventions are effective in treating a 
range of mood and anxiety disorders (Amstadter et al., 2009; Carlbring & Andersson, 
2006; Cook & Doyle, 2002; Kiropoulos et al., 2008; Seligman, 1995; Smith & Senior, 
2001). Researchers have investigated the utility of ICBT in treating panic disorder 
(Amstadter et al., 2009; Andersson, 2009; Andersson et al., 2005; Andersson, Cuijpers, 
Carlbring & Lindefors, 2007; Cavanagh & Shapiro, 2004; Khanna & Kendall, 2008; 
Ritterband et al., 2003), depression (Bouchard et al., 2005; Carlbring et al., 2005; 
Christensen, Griffiths, Mackinnon, & Brittliffe, 2006), post-traumatic stress disorder 
(Amstadter, Broman-Fulks, Zinzow, Ruggiero, & Cercone, 2009; Knaevelsrud & 
Maercker, 2007; Jain, 2011; Lange, van de Ven, & Schrieken, 2003), substance abuse 
(Germain, Marchand, Bouchard, Drouin, & Guay, 2009; Klein et al., 2009), social phobia 
(Andersson et al., 2006; Carlbring et al., 2007; Titov, Gibson, Andrews, & McEvoy, 
2009), bipolar disorder (Proudfoot et al., 2007), grief (Wagner, Knaevelsrud, & 
Maercker, 2006), tinnitus (Andersson & Kaldo, 2004), and comorbid psychological 
conditions (Andersson et al., 2012) with encouraging results (note: for a more 
comprehensive review of findings related to the effectiveness of Internet-based 
psychological treatment interventions, see Amstadter et al., 2009; Cuijpers et al., 2008; 
Ritterband et al., 2003; Smith & Senior, 2001). In particular, in the case of panic disorder 
(PD), therapist-assisted Internet-delivered cognitive behavioural therapy (ICBT) has been 
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reported to be as effective as face-to-face psychotherapeutic interventions (Andersson, 
2009; Cavanagh & Shapiro, 2004; Kiropoulos et al., 2008), and ICBT may be effective 
whether provided by a clinical psychologist or general medical practitioner trained to 
administer targeted mental health treatment (Pier et al., 2008).  
Conducting an review of literature exploring the effectiveness “self-help and 
minimal contact” Internet-based psychological treatment interventions, Newman et al. 
(2011, p. 89) suggest that self-motivated clients who present with panic disorder are more 
likely to respond better to self-administered ICBT treatment interventions, although 
treatment interventions involving minimal contact with a mental health clinician are less 
vulnerable overall to client attrition and noncompliance. While clinically significant 
improvements have been observed across a range of studies utilizing ICBT in the 
treatment of panic disorder (Amstadter et al., 2009; Andersson, 2009; Andersson et al., 
2005; Andersson, Cuijpers, Carlbring & Lindefors, 2007; Khanna & Kendall, 2008; Klein 
& Richards, 2001; Klein, Richards, & Austin, 2006; Pier et al., 2008), there is some 
inconsistency among extant findings (Newman et al., 2011), indicating a need for further 
empirical investigation. However, according to Newman et al. (2011), extant findings 
strongly suggest that some therapist input (especially in preliminary assessment phase of 
treatment) improves the treatment efficacy of ICBT for panic disorder (see also Carlbring 
et al., 2005).  
In attempting to account for the effectiveness of any therapeutic modality, two 
methodologies are commonly used: efficacy studies and effectiveness studies (Amstadter 
et al., 2009; Carlbring & Andersson, 2006; Cook & Doyle, 2002; Kiropoulos et al., 2008; 
Seligman, 1995; Smith & Senior, 2001). Efficacy studies are structured to determine the 
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empirical validity of specific interventions for treating certain disorders. Administered 
under rigorously controlled conditions, efficacy studies are considered reliable in 
comparing different therapeutic modalities for treating specific disorders (Seligman, 
1995). However, because they are so carefully controlled, the degree to which related 
findings can be generalised to real-world populations is uncertain. In other words, 
efficacy studies have limited external validity and thus may not accurately reflect what 
takes place in the field. In contrast, effectiveness studies examine how clients respond to 
psychotherapy in a real-world environment (Seligman, 1995). They are closer to the 
conditions that would normally be experienced in actual clinical treatment because they 
are subject to less rigorously controlled conditions and represent a more eclectic 
treatment approach (Seligman, 1995).  
Empirical findings dealing with the effectiveness of ICBT as a treatment medium 
indicate that therapist input is important to client engagement and positive treatment 
outcome (Spek et al., 2007a), though the frequency of therapist contact does not appear to 
make a meaningful difference (Klein et al., 2009). Conducting a review of the 
effectiveness of Internet-based psychological treatment interventions in relation to mood 
disorders, for example, Palmqvist et al. (2007) emphasised the association between 
client–therapist contact and positive treatment outcome. Importantly, they observed that 
therapist input, availability and guidance generally improve the efficacy of online 
treatment interventions, however they failed to include a systematic review of its cost-
effectiveness.  
Similarly, Ritterband, Thorndike, Cox, Kovatchev, and Gonder-Fredrick (2009) 
outlined a behavior change model for Internet-based psychological treatment 
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interventions in which they highlighted the value of providing clients with external 
therapist support either through e-mail, phone, or face-to-face contact, though e-mail is 
undoubtedly the most cost-effective option (see also Suler, 2004). The support 
component of their proposed model is grounded in the concept of engaging clients in 
online treatment and later maintaining their involvement through regular therapist 
contact. In particular, they suggest that online therapist support affects treatment 
“adherence … and directly impacts the development of the system” (i.e., the website 
itself; Ritterband et al., 2009, p. 23).  However, they recognize that Internet-based 
psychological treatment may also be effective in the absence of a therapist, and stipulate 
that additional research is required to identify the most appropriate mode of therapist 
support for different online treatment programs. In this context, the relationship that a 
therapist shares with their client through the Internet may be paramount to the successful 
implementation of therapist-assisted Internet-based treatment interventions (Cavanagh, 
2010). 
Carlbring et al. (2005) reported that an ICBT program involving limited input 
from therapists was as effective as face-to-face CBT for people with a primary diagnosis 
of panic disorder. They randomly assigned 49 participants (71% female) to either a live 
(face-to-face) treatment condition or an Internet-based treatment (involving 10 self-
administered modules with limited therapist contact) condition, and found that 
participants across both treatment conditions experienced similar reductions in symptom 
severity (a considerable number of participants in both groups no longer met the 
diagnosis for PD following the 10 week e-therapeutic intervention) and an increase in 
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perceived quality of life (Carlbring et al., 2005). Furthermore, their results have since 
been supported by studies employing analogous research designs (Carlbring et al., 2005). 
Building on these findings, Kiropoulos et al. (2008) contrasted the effectiveness 
of Panic Online (PO), a therapist-assisted ICBT treatment program (n = 46) with 
traditional face-to-face CBT (n = 40) for people diagnosed with panic disorder and 
reported comparable outcomes for clients in both treatment groups. Internet-based CBT 
was found to be as effective as face-to-face therapy in reducing symptom severity, 
frequency of panic attacks, and panic-inducing cognitions. Limitations to this study, 
however, including a relatively small sample size and restrictions to participant 
recruitment (imposed by the practical necessity of using local participants who were able 
to physically attend live CBT sessions), reduce the applicability of these results to 
broader community populations (Kiropolous et al., 2008). Likewise, Pier et al. (2008) 
investigated the effectiveness of Internet-delivered CBT for people diagnosed with panic 
disorder. Specifically, they compared the effectiveness of PO when supported by either 
face-to-face contact with a general medical practitioner (n = 34) or e-mail contact with a 
psychologist (n = 31). Both treatment groups achieved similar reductions in symptom 
frequency and severity, with no meaningful differences reported across multiple measures 
of treatment outcome. 
Despite strong and consistent empirical support for the effectiveness of Internet-
based psychological treatment, it is misleading and perhaps counter-productive to 
conceptualise ICBT as a replacement or substitute for traditional face-to-face therapy 
(Andersson, 2009, Kiropolous et al., 2008, Shandley et al., 2008). However effective 
ICBT may be in treating certain disorders, and regardless of whatever future 
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advancements are made in electronic communications technology by generations to 
come, some clients and some therapists are likely to continue to prefer to experience 
psychological treatment face-to-face. Others, however, others may continue to prefer to 
use ICBT merely as an auxiliary therapeutic modality (i.e., one that supplements 
traditional face-to-face therapy). Even in cases where ICBT has been found to be 
comparable to face-to-face therapy, such as in treating panic disorder (Ainsworth, 2004; 
Andersson, 2009), it is not necessarily intended as a substitute. Instead, Internet-based 
psychological treatment represents a useful addition to the current psychotherapeutic 
repertoire that substantially increases the accessibility and range of effective treatment 
options for clients (Andersson & Cuijpers, 2008; Kiropoulos et al., 2008; Klein et al., 
2009a; Shandley et al., 2008).  
An important factor to consider in determining the effectiveness of ICBT is the 
theoretical framework upon which a given online treatment intervention is based.  
Decades of research into face-to-face psychotherapeutic treatment interventions have 
resulted in the development of a range of evidence-based treatment modalities, modern 
incarnations of which are routinely based on cognitive-behavioural psychology theory 
(Mora et al., 2008; Wangberg, Gammon, & Spitznogle, 2007). Since the effectiveness of 
CBT as a treatment approach is well established (Corey, 2005; Dryden, Walen, & 
Diguiseppe, 1992; Ellis & Harper, 1997; Ochsner, Bunge, Gross, & Gabrieli, 2002; 
Ollendick & King, 1998; Rapee, Mattick, & Murrell, 1986; Roffman, Marci, Glick, 
Dougherty, & Rauch, 2005; Sanderson & McGinn, 1997; Seligman, 1995), it provides an 
evidence-based platform for testing the effectiveness of Internet-based treatment 
interventions.  
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CHAPTER 3: COGNITIVE BEHAVIOUR THERAPY 
 
Cognitive-behaviourism may be understood as both a theoretical framework and a 
therapeutic modality. As an evidence-based therapeutic approach, cognitive behaviour 
therapy (CBT) has proven to be highly effective in treating psychological problems, 
particularly anxiety and mood disorders (Young, Klosko, & Weishaar, 2003). Building on 
the substantial body of past research supporting the effectiveness of CBT in face-to-face 
psychotherapy, much of the research into Internet-based psychological treatment 
interventions has utilized CBT as a theoretical foundation for the development of a range 
of Internet-delivered treatment programs, with remarkably promising results (Andersson, 
2009; Andersson & Cuijpers, 2008; Andersson et al., 2007; Bouchard et al., 2000; 
Carlbring et al., 2006; Carlbring et al., 2007; Carlbring, Westling, Ljungstrand, Ekselius, 
& Andersson, 2001; Christensen, Griffiths, Mackinnon, & Brittliffe, 2006; Cuijpers et al., 
2008; Germain et al., 2009; Khanna & Kendall, 2008; Klein et al., 2009b; Klein & 
Richards, 2001; Lange et al., 2003; Preschl et al., 2011; Spek et al., 2007b; Wagner et al., 
2006).  
An approach to therapy that emerged out of the cognitive revolution in 
psychological theory, CBT is grounded in the principles of social cognitive theory, 
according to which the causality of human behaviour is a process of reciprocal 
determinism (Bandura, 1977, 1986; Garnefski, Kraaij, & Spinhoven, 2000; Ollendick & 
King, 1998; Sanderson & McGinn, 1997; Shear, 1995). That is, the causality of human 
behaviour is not unidirectional, but must be understood as a triadic interaction between 
the person, their behaviour, and the surrounding environment. Thus, social cognitive 
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theory holds that intra-psychic factors (i.e., subjective cognition) mediate the relationship 
between external (or ‘activating’) events and affective states (Bandura, 1977, 1986). 
As a therapeutic modality, CBT is based on the empirical observation that 
cognitive distortions (e.g., overgeneralization of negative events, a pessimistic outlook on 
life, a tendency to focus on problems and failures, negative self-assessment) promote the 
development of psychological disorders (Dobson & Dozois, 2001; Dryden et al., 1992). 
According to the cognitive-behavioural treatment approach, pathological affective states 
are not caused directly by external events, but by an individual’s subjective thoughts and 
beliefs (Beck, 1967; Beck & Alford, 2008; Ellis & Harper, 1997; Leahy & Holland, 
2011; Young et al., 2003). For instance, a person who believes that other people will view 
them as worthless or unwanted unless they achieve unrealistically high standards in the 
performance of even the most trivial tasks is likely to experience chronic and excessive 
levels of anxiety (Beck, 1967; Ellis & Harper, 1997).  
From a cognitive-behavioural perspective, pathological affective states are not 
caused directly by external events, but by distorted cognitions manifesting as automatic 
internal thought language (self-talk). Specifically, the cognitive-behavioural approach to 
psychotherapy, as proposed by Beck and Alford (2008), recognises “three levels of 
cognitive distortion”, each of which contribute to the maintenance of affective 
disturbance (Leahy & Holland, 2011, p. 23; see also Beck, 1967; Ellis & Harper, 1997; 
Young et al., 2003). The first level consists of irrational or otherwise inaccurate 
automatic thoughts that are experienced in response to internal or external environmental 
events (e.g., I didn't get the job, and this means I am useless) (Beck & Alford, 2008; 
Bloch & Singh, 2007; Leahy & Holland, 2011). The second level consists of maladaptive 
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assumptions, which are the more inflexible “cognitive biases” or “guiding principles” that 
drive automatic thoughts (Leahy & Holland, 2011, pp. 24–25). The automatic thought: If 
I don't get this job, I am a failure, for example, is underpinned by the maladaptive 
assumption: Failure is unacceptable (Beck & Alford, 2008; Leahy & Holland, 2011). 
The third level consists of the core schemas upon which maladaptive assumptions are 
predicated (Beck & Alford, 2008). These may be understood as fundamental and deep-
rooted patterns of thinking about the self (Leahy & Holland, 2011; Young et al., 2003). 
For example, a person who experiences chronic parental neglect or abandonment may 
develop the core schema that they are unwanted and subsequently arrive at the 
maladaptive assumption that they must succeed, from which a range of self-reinforcing 
negative automatic thoughts are likely to follow in response to situations involving 
perceived failure (Leahy & Holland, 2011, Young et al., 2003). 
Because practitioners of CBT regard psychological disorders as manifestations of 
habitual cognitive distortions, CBT-based treatment approaches are typically designed to 
assist clients to restructure their core schemas and dysfunctional automatic thinking styles 
(Beck, 1967; Ellis & Harper, 1997; Young et al., 2003). A person with panic disorder 
with agoraphobia, for example, might refuse to go driving on a freeway because they 
overestimate the risk of being involved in a car accident or because they fear the 
sensation of being trapped in high speed traffic without being able to pull over to the side 
of the road. In response, a CBT practitioner might use a Socratic therapeutic approach to 
facilitate and nurture the client’s ability to evaluate the likelihood of such an event (thus 
contributing to the restructuring of their client’s cognitions in relation to perceived 
danger), provide psycho-education as to the impact of negative automatic thoughts on 
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emotions and behaviour, and provide training in deep breathing relaxation exercises (thus 
providing the client with a behavioural mechanism for inducing calmness) which the 
client is then required to maintain outside clinical therapy sessions.  
Because of the process of cognitive restructuring, CBT based treatments are 
particularly effective in preventing relapse into pathological anxiety states (Ellis & 
Harper, 1997; Young et al., 2003). To illustrate, the cognitive-behavioural model of panic 
attacks is based on the notion that catastrophic cognitions related to feared bodily 
sensations give rise to terror and panic (Clark, 1986). Consequently, treatment 
interventions are partly aimed at ameliorating catastrophic cognitions by assisting clients 
to learn to think more realistically and appraise situations rationally, such that over time 
they come to adopt and practice more adaptive beliefs (Ollendick & King, 1998; Wetzler 
& Sanderson, 1997; Young et al., 2003).  
Cognitive behavioural therapy is widely recognised as an evidence-based 
therapeutic approach that produces robust and positive treatment outcomes (BeyondBlue, 
2009; Clark, 1986; Clark & Wells, 1995; Corey, 2005; DeRubeis & Crits-Christoph, 
1998; Dobson & Dozois, 2001; Ellis & Harper, 1997; Kampam, Keijsers, Cees, & 
Hendricks, 2008; Wolitzky-Taylor, Arch, Rosenfield, & Craske, 2012; Young et al., 
2003). Some psychological disorders (e.g., panic disorder and obsessive-compulsive 
disorder) are strongly associated with fear of losing control (DeRubeis & Crits-Christoph, 
1998; Dobson & Dozois, 2001) and those who experience such disorders typically benefit 
from the structure, direction and sense of containment provided by CBT (Garnefski et al., 
2000; Kring, Davison, Neale, & Johnson, 2006). DeRubeis and Crits-Christoph (1998), 
for example, reported that nearly 80 per cent of people with panic disorder who are 
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treated with cognitive-behavioural therapy improve more steadily than those who are 
treated using pharmacology, and are at significantly lower risk of relapse following 
treatment.  
Cognitive Behaviour Therapy and Treatment Outcome 
There are several factors that affect treatment outcome in administering traditional 
face-to-face cognitive-behavioural interventions. Although a comprehensive review of 
these factors is beyond the scope of the present review, several are recognised 
consistently throughout the literature (Kampam et al., 2008; Moorey, 1996). First, face-
to-face CBT-based treatment outcomes may be adversely affected by persistent and acute 
presenting symptoms, and so CBT may be unsuitable for use in isolation with clients who 
present with severe mood or anxiety disorders (Moorey, 1996; Kampam et al., 2008). 
Moreover, a client’s lifestyle or personal circumstances may affect the duration and 
intensity of their presenting symptoms. That is, clients who are socioeconomically 
disadvantaged or experiencing a high degree of stress may not respond as well to CBT-
based treatment and, in such cases, CBT may need to be combined with other forms of 
evidence-based treatment (Moorey, 1996).  
Second, a client’s personality type may affect face-to-face CBT treatment 
outcome, though research findings in this area are somewhat conflicting (Moorey, 1996). 
Some researchers have reported that personality pathology is associated with negative 
CBT treatment outcome (Fava, Zielezny, Savron, & Grandi, 1995; Noyes et al., 1990), 
while others did not find any predictive association (Kampam et al., 2008). Investigating 
the influence of Axis II disorders on treatment outcome for CBT, for instance, van den 
Hout, Brouwers, and Oomen (2006) reported that personality pathology did not 
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significantly affect reductions in Axis I symptom severity. However, some researchers 
suggest that CBT is more likely to be effective if baseline personality factors are taken 
into account (Bagby et al., 2008; Harcourt, Kirkby, Daniels, & Montogmery, 1998; 
Wolitzky-Taylor et al., 2012). Higher baseline levels of neuroticism, for example, have 
been linked to worse treatment outcomes for individuals diagnosed with an anxiety 
disorder (Wolitzky-Taylor et al., 2012). Alternatively, higher neuroticism is associated 
with better treatment outcomes for individuals diagnosed with clinical depression who are 
treated using pharmocology than those treated using CBT (Bagby et al., 2008).  
Bagby et al. (2008) reported that individuals (N = 107) experiencing clinical 
depression who rated higher on neuroticism and lower on agreeableness were more likely 
to improve in response to pharmacotherapy than CBT, suggesting in conclusion that 
“dimensional personality traits can assist in the … optimization of treatment response” (p. 
361). Similarly, Wolitzky-Taylor et al. (2012) examined predictors of treatment outcome 
for CBT compared with acceptance and commitment therapy (ACT). Using the NEO 
Personality Inventory–Revised (a scale “based on the 5-factor model of personality”) they 
found that, of 87 individuals diagnosed with an anxiety disorder (panic disorder being the 
most frequent diagnosis: 38.7%), those who exhibited elevated baseline neuroticism 
levels were less likely to achieve a positive treatment outcome regardless of the treatment 
group to which the were assigned (Wolitzky-Taylor et al., 2012, p. 789). 
Third, face-to-face CBT treatment outcome is partly influenced by a client’s 
willingness and capacity to change (Frank, 1973; Lewis, Simons, & Kim, 2012). Not only 
must the client desire to take part in the therapeutic process, they must also be willing to 
accept the CBT treatment model and to demonstrate the self-efficacy necessary to 
THE ROLE OF THE THERAPEUTIC ALLIANCE IN ICBT 30 
achieve the goals they have identified with their CBT practitioner (Beck & Alford, 2008; 
Frank, 1973; Goldin et al., 2012; Leahy & Holland, 2011; Lewis et al., 2012; Moorey, 
1996). Rather than encouraging a client-centred therapeutic environment of unconditional 
positive regard (Rogers, 1951, 1961), CBT practitioners tend to rely on the empirical 
validity of their treatment approach, thus producing a therapeutic environment that may 
be experienced by some people as directive or pedagogical (Corey, 2005). Consequently, 
in order to achieve positive treatment outcomes, it is important that clients perceive CBT 
as a credible treatment model with which they are willing to actively engage (Corey, 
2005; Westra, Constantino, Arkowitz, & Dozois, 2011).  
Past research indicates that face-to-face CBT treatment outcome is affected by the 
degree to which CBT is perceived by clients to be a credible treatment approach (Sandell, 
Clinton, Frovenholt, & Bragesjo, 2011; Smeets et al., 2008). Sandell et al. (2011) 
evaluated the perceived credibility of various modes of psychotherapy (CBT, cognitive 
therapy, psychodynamic therapy) provided by a community sample (n = 121), a clinical 
outpatient sample (n = 118), and a sample of individuals with chronic psychiatric 
conditions (n = 48), and reported that individual preferences for different types of 
psychotherapy were substantially influenced by perceptions of the credibility of the 
treatment modality. Likewise, using the Credibility Expectancy Questionnaire (CEQ), 
Smeets et al. (2008) reported a statistically significant predictive relationship between 
perceived treatment credibility and subsequent treatment satisfaction for patients with 
chronic back pain who were treated with a combination of CBT and physical therapy (N 
= 59). 
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Internet-Based Cognitive Behaviour Therapy 
In light of the factors identified within extant research as predictive of face-to-
face cognitive-behavioural treatment outcome, it is logical to theorise that similar factors 
may affect the outcome of “Internet-delivered cognitive behaviour therapy” (ICBT; 
Andersson et al., 2012, p. 544). Such factors are important considerations when 
determining client suitability to online psychological therapy and need to be identified in 
order to distinguish those for whom ICBT is most effective. To date, however, few 
consistent predictive indicators of suitability to ICBT treatment programs have been 
identified (Andersson, 2009; Cook & Doyle, 2002). 
Clients are more likely to comply with and complete online psychological 
treatment interventions if they are engaged in a communication method with which they 
feel comfortable and that they perceive as reliable (Bickmore, Gruber and Picard, 2005; 
Suler, 2001; Roy & Gillett, 2008). According to Suler (2001), assessing client suitability 
to any form of Internet-based psychological therapy requires consideration of a range of 
factors related to individual preferences for particular modes of communication. First, the 
assessment of client suitability should be conducted using the communication method 
required by the treatment program. If a client is to communicate with their therapist by 
email, for instance, then they should be screened using an email based intake assessment, 
though there is an equally strong argument for utilising a variety of communication 
methods during both the assessment and treatment phases (i.e., clients may benefit from 
the convenience of alternate communication methods and exposure to social challenges, 
especially in the case of panic disorder).  
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According to Suler (2004), different forms of text-based communication tend to 
produce different types of online relationship experiences. An online relationship shared 
through e-mail correspondence, for instance, is likely to be experienced differently to one 
shared through real-time chat servers. Asynchronicity of text-based communication may 
influence the culture of online therapeutic experience, particularly in the case of e-mail 
based communication. Since individuals may not respond to e-mail messages promptly, 
there is likely to be breaks in the rhythm of communication, potentially contributing to 
one party feeling that the other is unrepsonsive or disengaged from the therapeutic 
process (Suler, 2004).  
In the context of providing Internet-based psychological treatment, it is also 
important to consider discpreancies in writing ability and style (Suler, 2001, 2004). Poor 
written expression or more clinical writing styles may be perceived by some clients as 
confusing or provocative, and this may lead to misunderstandings or conflict detrimental 
to the quality of the relationship shared between the client and the treating clinician. 
However, provided mental health practitioners are cognizant of and incorporate these 
factors into their assessment of client suitability to ICBT, text-based communication may 
be a highly useful means of engaging clients who would otherwise be reluctant to work 
face-to-face in a clinical therpaeutic setting (Suler, 2004).  
Second, in assessing client suitability to online psychological treatment 
interventions, attention must be given to issues such as client computer literacy and 
general competence in the use of Internet-based communication systems (e.g., video-chat, 
text-chat, e-mail; Suler, 2001). Clients who are less confident using computer systems or 
Internet-based programs are perhaps more vulnerable to attrition or noncompliance. 
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Conversely, clients who are accustomed to communicating online are more likely to be 
motivated to engage in online dialogue with a mental heath clinician, and follow through 
with an Internet-based treatment intervention. 
Third, individual client factors (personality, diagnosis, presenting symptoms, 
medical condition, self-efficacy) are an important consideration (Suler, 2001; Newman et 
al., 2011). In particular, people who present with borderline personality traits may be 
vulnerable to misinterpreting text-based communication, since the underlying meaning or 
tacit implications of text-based online chat can often be difficult to accurately perceive, 
and may adversely affect rapport. Likewise, assessing the degree to which an individual 
is likely to require crisis intervention, or whose initial presentation requires a “level of 
care” that extends beyond the limitations of Internet-based treatment interventions, is 
crucial to determining their suitability to ICBT (Suler, 2001, p. 678). Clients who are 
more self-motivated or proactive in approaching treatment may respond better to self-
administered Internet-based treatment programs, or ICBT involving minimal contact with 
a therapist (Newman et al., 2011). Furthermore, individuals who present with chronic 
medical conditions or psychomotor disability may be less suited to ICBT merely as a 
result of their physical limitations.  
Fourth, by its very nature the Internet lends itself to cross-cultural communication, 
and this raises important questions of cultural sensitivity in assessing client suitability to 
ICBT (Suler, 2001). Though cross-cultural factors present challenges to face-to-face 
clinical assessment, an online text-based assessment approach may be far less accurate. In 
this context, it is also important to note the usefulness of face-to-face contact during the 
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initial assessment phase, since a thorough mental status examination cannot be conducted 
without observing a client’s physical appearance, affect, or speech patterns (Suler, 2001). 
As noted by Andersson (2009): “It is yet premature to draw any conclusions 
regarding different predictors and even less so regarding the neglected issue of 
moderators and mediators of outcome in Internet delivered CBT” (p. 178). In addition, 
many ICBT systems are based on the assumption that people are going to present with a 
single disorder, and this is rarely the case (Andersson, 2009). Though further research is 
required in order to more accurately determine relevant differential predictors 
(O’Kearney, Gibson, Christensen, & Griffiths, 2006; Suller, 2001), some studies have 
examined whether certain client factors that are considered predictive of face-to-face 
CBT-based treatment outcome, such as personality type (Amstadter et al., 2009; 
Andersson, 2009), perceived treatment credibility (Andersson et al., 2008), or moderate 
symptomatology (Carlbring et al., 2006), are similarly predictive of client suitability to 
ICBT. 
Personality Factors 
Investigating whether individual characteristics contributed to the effectiveness of 
ICBT for people with depressive symptoms (N = 130), Spek, Nyklicek, Cuijpers, and Pop 
(2008) examined which personality factors predicted treatment outcome. According to 
their results, lower levels of neuroticism were associated with better treatment outcomes. 
Similarly, Andersson, Carlbring, and Grimlund (2008) reported that (anxious-avoidant) 
personality disorders were the only reliable predictor of ICBT treatment outcome for 
individuals diagnosed with panic disorder (PD). Examining predictors of treatment 
outcome for people diagnosed with PD who were randomly assigned to either an ICBT (n 
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= 25) or face-to-face (n = 24) treatment group, they found that “agoraphobic avoidance” 
was predictive of treatment outcome only for the face-to-face group, treatment credibility 
was not predictive of treatment outcome for either group, and cluster C personality 
disorders (anxious or fearful) were predictive of negative treatment outcome for the 
Internet treatment group (p. 1790). In conclusion, they suggested that clients affected by 
personality disorders might be better suited to face-to-face (rather than Internet-based) 
psychological treatment, as working face-to-face with clients allows clinicians to perceive 
nonverbal cues and promptly rectify communication difficulties (Andersson et al., 2008). 
However, since their measure of cluster C personality disorders was restricted to a single 
subscale of a self-report questionnaire rather than a formal clinical interview, the 
accuracy of their Axis II diagnoses was arguably limited. 
Treatment Credibility 
The suitability of both clients and therapists to ICBT may be affected by the 
degree to which they perceive the Internet to be a credible treatment medium (Andersson 
& Cuijpers, 2008; Cuijpers et al., 2008; Kiropoulos et al., 2008; Klein et al., 2009b; 
Shandley et al., 2008). As noted by Ritterband, Thorndike, Vasquez, and Saylor (2010), 
the perceived credibility of ICBT interventions is important to treatment adherence, 
without which treatment is less likely to be effective. However, preliminary research 
findings related to the credibility of ICBT (and its influence on treatment outcome) are 
inconsistent. Although some studies have reported that the perceived credibility of ICBT 
was correlated with positive treatment outcome (Carlbring et al., 2005; Klein et al., 
2009b), another (Carlbring et al., 2006; see also Andersson, 2009) did not support this 
finding. 
THE ROLE OF THE THERAPEUTIC ALLIANCE IN ICBT 36 
Even in relation to disorders often successfully treated by ICBT (e.g., panic 
disorder, social anxiety disorder, PTSD), clients sometimes perceive Internet-based 
psychological treatment to be a less credible treatment approach than face-to-face 
treatment (Andersson & Cuijpers, 2008; Carlbring et al., 2001). However, testing the 
treatment efficacy of PO compared with face-to-face CBT, Kiropolous et al. (2008) 
reported that participants in both groups achieved positive treatment outcomes and 
experienced both approaches as “equally credible and satisfying” (p. 1273). Likewise, 
Shandley et al. (2008) reported that PO was perceived as a credible treatment intervention 
regardless of whether it was administered by general medical practitioners or 
psychologists.  
Summary 
Both a theoretical framework and a therapeutic modality, CBT is an evidence-
based treatment approach grounded in the idea that it is not events themselves that cause 
psychological distress, but the view that people take of them (Beck, 1967; Ellis & Harper, 
1997; Young et al., 2003). Particularly effective at treating anxiety and mood disorders 
(Young et al., 2003), CBT-based treatments are well established and provide a promising 
treatment model for investigations into the effectiveness of Internet-based psychological 
treatment interventions (Andersson, 2009; Andersson et al., 2012; Preschl et al., 2011). 
Preliminary evidence indicates that differential predictors of face-to-face CBT treatment 
outcome (e.g., client personality traits, client self-efficacy, perceived treatment 
credibility) may also predict ICBT treatment outcome, though further research is required 
in order to more accurately determine for whom ICBT is most suitable (Suler, 2001; 
Andersson, 2009). 
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While ICBT interventions are thought to produce positive and robust treatment 
outcomes because they address the underlying cognitive causes and behavioural 
manifestations of psychological disorders, cognitive-behavioural treatments are limited 
when used in isolation (Corey, 2005; Dryden et al., 1992). Cognitive restructuring 
techniques may be an effective approach to treating people with psychological disorders, 
however they do not adequately provide for the interpersonal dimension to the experience 
of psychotherapy. In practice, positive psychotherapeutic outcomes are more strongly 
associated with the quality of the partnership shared between the client and their 
therapist. According to Lambert and Barley (2001), it is this partnership, or alliance, that 
contributes more substantially to therapeutic outcome than any particular technique, 
intervention or theoretical orientation: “factors such as empathy, warmth, and the 
therapeutic relationship have been shown to correlate more highly with client outcome 
than specialized treatment interventions” (p. 357).  
 
 
 
 
 
 
 
 
 
 
THE ROLE OF THE THERAPEUTIC ALLIANCE IN ICBT 38 
CHAPTER 4: THE THERAPEUTIC ALLIANCE 
 
Originally proposed by Rosenzweig (1936), the Dodo-bird hypothesis holds that 
all therapeutic modalities are about equally effective. Consistent with this hypothesis, 
some meta-analytic investigations (Luborsky et al., 2002; Rosenzweig, 1936; Rounsaville 
& Carroll, 2002; Seligman, 1995; Wampold et al., 1997) comparing the efficacy of 
different psychotherapies indicate that no particular psychotherapeutic modality is 
significantly more effective than any other, though these are limited by the inadequate 
“attention to patient-treatment matching” (i.e., therapies comparable in efficacy applied to 
similar individuals) and intrinsic “design constraints” (e.g., treatment duration, comparing 
the effectiveness of similar manualized techniques that share a common theoretical 
framework) of the original studies from which the data was taken (Rounsaville & Carroll, 
2002, p. 17; see also Luborsky et al., 2002; Wampold et al., 1997). Consequently, the 
relative effectiveness of different psychotherapeutic approaches is frequently attributed to 
the factors they share in common, perhaps the most important of which is the partnership, 
or therapeutic alliance, shared between the client and their therapist (Luborsky et al., 
2002; Rosenzweig, 1936; Rounsaville & Carroll, 2002; Wampold et al., 1997). 
The concept of the therapeutic alliance (TA) is recognised across distinct 
theoretical perspectives (Bordin, 1979; Elvins & Green, 2008; Greenson, 1967; 
Kokotovic & Tracey, 1990; Lambert & Barley, 2001). The original concept can be traced 
to psychoanalytic notions of transference and countertransference (Midgley, 2009), 
according to which an emotional bond is formed between the client and their therapist 
because they are united in their efforts to reduce the client’s distress (Horvath & 
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Luborsky, 1993; Horvath & Symonds, 1991). However, the TA is also recognised within 
the cognitive-behavioural (Bordin, 1979; Horvath & Symonds, 1991) and humanistic 
psychological traditions. Rogers (1951, 1961) for example, proposed that the partnership 
shared between client and practitioner is the bedrock of therapeutic efficacy, and the 
fundamental task of the therapist is to facilitate the optimal conditions for client self-
actualisation by providing a supportive therapeutic environment based on empathy, 
genuineness, and unconditional positive regard. Thus, the concept of the TA is not only a 
factor common to different therapeutic approaches; but also represents common ground 
among many psychological theorists and practitioners.  
Also referred to as the therapeutic relationship, the TA is made up of three 
components: bonds (the affective attachment and interpersonal interactions and 
subsequent dynamic shared between the client and their therapist), goals (the identified 
aims of therapy, as determined by the client’s presentation, self-efficacy and reasons for 
engaging in the therapeutic process), and tasks (the things that the client and their 
therapist collaboratively identify as necessary to achieving the target goals of therapy) 
(Bordin, 1979; Cooley & Lajoy, 1980; Dunkle & Friedlander, 1996). Fundamental to 
therapeutic efficacy, the TA is widely regarded as the medium through which evidence-
based interventions (e.g., cognitive-behavioural therapy) are effectively administered, and 
their potential to affect meaningful change is subsequently realised (Lambert & Barley, 
2001). That is, established therapeutic techniques themselves (e.g., cognitive-behavioural 
therapy, dialectical behaviour therapy) are arguably not the primary facilitators of change, 
but instead act to facilitate the TA, which itself promotes meaningful intra-psychic and 
behavioural change.  
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To a considerable degree, the quality of the TA appears to be determined by the 
interpersonal compatibility of the client and therapist (Bordin, 1979; Kokotovic & 
Tracey, 1990, p. 17). That is, the match between client and therapist is a major factor in 
the development of a functional TA. Specifically, a positive TA by the third treatment 
session is considered predictive of treatment outcome in face-to-face therapy (Cooley & 
Lajoy, 1980; Dougherty, 1976).  
Past research indicates that seasoned therapists are more practiced, and thus 
generally more successful at nurturing a positive TA (Kokotovic & Tracey, 1990), 
although this appears to be associated with the bond-related component of the TA (Cook 
& Doyle, 2002; Dunkle & Friedlander, 1996). Drawing on a sample of 73 therapists 
working in tertiary education settings, Dunkle & Friedlander (1996) reported that the 
subjective (being comfortable with attachment, being less hostile) and interpersonal 
qualities of therapists (having strong social support mechanisms) were significantly 
predictive of the quality of the emotional bond formed between client and therapist. In the 
context of ICBT, however, of particular concern is the issue of whether an adequate TA 
can be formed without therapists being able to detect paralinguistic cues.  
The Therapeutic Alliance Online 
The effectiveness of any psychotherapeutic approach is partly determined by the 
interpersonal context in which it is delivered (Horvath & Luborsky, 1993; Horvath & 
Symonds, 1991; Lambert & Barley, 2001). Consider the hypothetical scenario of CBT 
being administered by a therapist whose back is turned to their client. Under such 
circumstances, no matter how faithfully the therapist administers the techniques of CBT 
(e.g., cognitive restructuring), the client will be less likely to engage in the therapeutic 
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process. Thus, it is probable that the quality of the TA contributes substantially to client 
engagement and trust in the therapeutic process, and their subsequent assimilation of 
psychotherapeutic techniques (e.g., cognitive restructuring) and adherence to treatment 
objectives (Bordin, 1979; Cook & Doyle, 2002; Dunkle & Friedlander, 1996; Horvath & 
Luborsky, 1993). However, this does not preclude the possibility of a positive therapeutic 
outcome being achieved in the absence of a TA, evidence for which is provided by 
studies demonstrating the effectiveness of entirely self-administered CBT-based 
therapeutic programs designed to treat mild mental health presentations (Andersson, 
2009; Andersson, Bergstrom, Hollandare, Ekselius, & Carlbring, 2004; Andersson et al., 
2012).  
According to Rees and Stone (2005), some psychologists may intuitively perceive 
the interposition of technology in client-therapist communication as counterproductive to 
the TA. They screened an identical contrived therapy session (conducted both face-to-
face and by videoconferencing) to 30 clinical psychologists who then rated their 
perception of the quality of the observed TA. Clinical psychologists who viewed the face-
to-face version of the session reported a significantly higher quality TA than those who 
viewed to videoconferenced version. In contrast, Germain, Marchand, Bouchard, Guay 
and Drouin (2010) investigated the quality of the TA for 46 people with PTSD who 
received CBT face-to-face (N = 29) or by videoconference (N = 17), and reported that 
there was no significant difference between the quality of the TA for the two treatment 
conditions. Evidently, though many mental health professionals tend to perceive 
technology as harmful to the formation of a functional TA (Rees & Stone, 2005), and this 
may contribute to the underutilisation of technology in psychological healthcare service 
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delivery, in practice there appears to be no significant difference between the quality of 
the TA formed in face-to-face settings or online.  
Preliminary research findings indicate that a healthy TA can be formed online 
(Andersson, 2009, p. 177). In an early study conducted by Walther and Burgoon (1992), 
for example, therapeutic alliances mediated by computers were found to be comparable to 
face-to-face alliances, and this has since been confirmed by more recent studies 
(Bouchard et al., 2000; Cook & Doyle, 2002; Hanley & Reynolds, 2009; Jain, 2011; 
Knaevelsrud & Maercker, 2007; Leibert et al., 2006; Reynolds et al., 2006). Furthermore, 
McKenna (1999) reported that individuals who are socially isolated or prone to social 
anxiety are more likely to connect with other people using the Internet, and that alliances 
initially formed online often develop into face-to-face alliances.  
According to Cook and Doyle (2002), the “disinhibiting effects of [ICBT] may 
help to differentiate clients who are suited to [ICBT] from those who are suited to 
traditional face-to-face therapy” (p. 95; see also Suler, 2004). For people who are 
uncomfortable with conventional social contact, connecting with therapists online may be 
a viable alternative to face-to-face psychotherapy, as it may be perceived as a less 
threatening mode of interpersonal communication (Andersson, 2009). Since the early 
stages of counselling are important to the formation of a quality TA,  Internet-based 
psychological treatment interventions may be utilised as a tool of initial engagement in 
the treatment of clients who are agoraphobic, socially phobic, or otherwise intimidated by 
face-to-face interpersonal communication (Bouchard et al., 2000). For instance, ICBT 
may be used as a stage in the hierarchical systematic desensitisation of clients to social 
confrontation.  
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Investigating the viability of an online TA, Cook and Doyle (2002) compared 
scores on the Working Alliance Inventory (WAI; a self-report questionnaire containing 
36-items and divided into 3 subscales: tasks, goals and bonds) between 15 adult (mean 
age = 41 years) Internet-based therapy recipients (i.e., participants who communicated 
with their therapists using either e-mail or chat, for support in either dealing with 
interpersonal issues or mood disorders) and a “representative sample” of (n = 25) face-to-
face therapy recipients (p. 95). They reported that participants maintained a positive 
experience of  Internet-based psychological treatment interventions, identified these as 
having considerable advantages over more traditional therapeutic formats, and that a 
strong and “empathic alliance can be strongly established regardless of modality of 
communication” (Cook & Doyle, 2002, p. 97). However, methodological weaknesses, 
notably sample size (n = 15), self-selection, and homogeneity across gender (93.3% 
female), ethnicity (93.3% Caucasian), and education levels (93.3% tertiary educated), 
limit the generalizability of their findings to community populations.  
Cook and Doyle (2002) found that WAI scores across all three subscales (tasks, 
goals, bonds) were higher for participants who received Internet-based psychological 
treatment than those who received face-to-face therapy, and were significantly higher in 
the context of therapeutic goal setting. Evidently, in spite of variables otherwise 
considered highly detrimental to the development of a stable TA: the physical distance 
between the client and the therapist, the subsequent inability of online clinicians to 
perceive their client’s nonverbal cues, the strict limitation of dialogue between therapist 
and client to text-based modes of communication (i.e., e-mail, text-based chat); the 
Internet does not undermine the formation of a working TA. Furthermore, they observed 
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no significant differences in working alliance development between various modes of 
therapist–client communication. People who used more than one text-based modality of 
communication with their therapists (i.e., e-mail and chat) generally demonstrated higher 
subscale scores on the WAI, though a larger sample size might have revealed significant 
differences between various modes of interpersonal communication, and this has been 
identified as an area worthy of further research (Cook and Doyle, 2002). In addition, TA 
levels were not significantly affected by the nature of the presenting problem, however 
this finding should be treated with caution since the spectrum of presenting problems 
included in this study was limited (e.g., depression, anxiety, alliance issues, grief etc.). 
Using a mixed method research design to investigate the formation of an online 
TA, Hanley (2009) found that a medium quality TA was reported by 58.7% of a sample 
of 46 young people, with 17.4% reporting a high quality TA. Qualitative findings 
indicated that young people sometimes found it easier to communicate through a 
computer system than face-to-face (Hanley, 2009). Consistent with these findings, 
Leibert et al. (2006) investigated the degree to which 81 people who had undertaken 
Internet-based psychological treatment were satisfied with the quality of the relationship 
they had shared with their online therapist. Although participants who had experienced 
Internet-based psychological treatment were less satisfied with their treatment overall, 
they reported that the absence of nonverbal cues, frequently cited as a primary 
disadvantage of online psychological treatment (2006), gave rise to an atmosphere of 
anonymity conducive to self-disclosure (i.e., people were more forthcoming in the 
absence of the physical presence of a therapist). However, the generalizability of their 
findings is limited, since their participants were recruited online using self-selection 
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procedures, were reasonably e-literate (i.e., familiar with the use of electronic media and 
hardware), and were mostly female (82.7%), Caucasian (82.7%), and unmarried (76.3%). 
Kiropoulos et al. (2008; see also Kokotovic & Tracey, 1990) observed a similar 
quality of TA for clients who completed Panic Online (PO; n = 46) and those who 
undertook face-to-face CBT treatment (n = 40) for panic disorder. Their results confirm 
previous findings that a functional TA can be formed and maintained online, and they 
observed no significant differences between ICBT and face-to-face CBT treatment 
groups both in terms of quality of the TA or a subjective report of participant satisfaction 
with Internet-based treatment outcome. Overall, however, their results indicated that 
people preferred interacting with their therapist face-to-face rather than using text-based 
communication.  
Preliminary evidence indicates that the active involvement of a therapist in 
supervising online treatment interventions (e.g., providing client’s with appropriate 
feedback, monitoring client progress) contributes substantially to sustaining client 
engagement and achieving positive Internet-based treatment outcome (Mora et al., 2008; 
Ritterband et al., 2003). In other words, human contact seems to make Internet-based 
psychological treatment work more effectively. Palmqvist et al. (2007), for instance, 
observed a positive correlation between therapist contact and treatment outcome, and 
Christensen et al. (2006) reported that reduced therapist input contributed to increased 
treatment attrition rates.  
Curiously, it appears that positive therapeutic outcomes can be achieved with 
minimal input from a therapist. Investigating ICBT for individuals diagnosed with panic 
disorder (N = 57), Klein et al. (2009) examined the impact of frequency of contact with 
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an online therapist on the formation of a functional TA. Using the Therapist Alliance 
Questionnaire-modified (TAQ) at the post-treatment phase (in order to assess 
participant’s perceptions of the helpfulness of their alliance with their therapist), they 
reported no significant difference between people who received more contact with their 
therapist by e-mail than those who did not, indicating that frequency of contact with a 
therapist is not predictive of an online TA. However, this study did not specifically 
explore the role of the TA in predicting Internet-based psychological treatment outcome, 
to which the establishment of an online TA may be more important than frequency of 
contact. 
Although such findings do not preclude the importance of therapist input, to a 
certain degree they challenge the assumption that the TA is invariably the primary driving 
force behind therapeutic outcome, and call into question prevailing beliefs about 
conventional models of psychotherapy. That is, if evidence-based interventions (e.g., 
CBT) do not contribute as much to treatment outcome as the working alliance, then how 
can positive treatment outcomes be achieved when such interventions are either self-
administered or administered with minimal input from a therapist?  
The Therapeutic Alliance Online and Treatment Outcome 
Paradoxically, the notion that primarily self-administered ICBT is sometimes 
sufficient to achieve a positive treatment outcome is consistent with one of the humanistic 
principles of therapeutic intervention: that people harbour an actualising tendency and are 
therefore capable of solving their own problems with minimal intervention from 
therapists (Boeree, 2006; Klein et al., 2009a; Rogers, 1951, 1961, 1980). As such, an 
individual who chooses to actively participate in and follow through with a self-
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administered Internet-based psychological treatment intervention involving minimal 
therapist contact may achieve a positive therapeutic outcome, depending on the nature 
and severity of the problem (Klein et al., 2009a). In the absence of human involvement, 
the TA is limited to the partnership shared between the client and a computer,.  
According to Bickmore, Gruber and Picard (2005), a TA can be established 
between a client and automated interactive computer software, provided the software is 
designed to include “emotional and relational communication behaviour” (p. 29). Ninety-
one community adults (who were seeking to increase their daily physical activity) were 
required to log on to an interactive computer-based coaching agent developed as a 
substitute for a human mental health professional or caregiver (p. 28). Their results 
indicated that individuals engaged with the software best when it contained language 
deigned to imitate the emotional communication responses normally associated with 
caring human relationships. In other words, according to Bickmore et al., (2005), people 
can relate to a computer system, provided it imitates the emotional and relational 
components of human communication styles, in much the same was they would 
otherwise relate to a person. As such, a TA can potentially be formed between a person 
and a computer, and significantly contribute to improving treatment outcome. 
The TA has been demonstrated to be a reliable indicator of treatment outcome in 
traditional CBT-based face-to-face psychotherapy (Kokotovic & Tracey, 1990; Martin et 
al., 2000). As noted by Lambert and Barley (2001), an overwhelming amount of research 
demonstrates that “the therapeutic relationship [has] been shown to correlate more highly 
with client outcome than specialized treatment interventions” (p. 357). In conducting a 
meta-analytic review of research literature examining factors that influence therapeutic 
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outcome, Lambert and Barley (2001) estimated that the TA accounts for 30% of the 
therapeutic outcome, making it the primary contributing factor to client improvement that 
is at least partly within the therapist’s control. Although the TA is expected to fluctuate 
throughout treatment, the failure to develop a healthy working partnership during the 
initial stages of treatment is associated with poor treatment outcome, particularly 
“premature termination” of treatment (p. 357). 
Roy and Gillett (2008) reported that email was a highly useful tool for engaging 
young people who were otherwise unresponsive to treatment, and who refused to 
communicate with mental health professionals. Using a sample of one high-risk 
adolescent female contained in a secure welfare facility (who was chronically and 
severely depressed, who frequently engaged in life threatening acts of deliberate self-
injury, and who refused to communicate with residential care staff or mental health 
practitioners), Roy and Gillett (2008) observed that a functional therapeutic relationship 
was successfully formed via weekly email contact over a period of three months. By 
using email as an engagement tool, the client was evidently less threatened by mental 
health treatment intervention, and able to relate to and benefit from psychological 
support. In such cases (e.g., agoraphobia), email may be considered a viable alternative 
mode of communication that can be used to engage resistant clients, and which can lead 
to a positive treatment outcome (Roy & Gillet, 2008; Cavanagh, 2010).  
Knaevelsrud and Maercker (2007) predicted a substantial correlation between 
online treatment outcome and the quality of the TA, as indicated by participant’s scores 
on the short version of the WAI (WAI-S). Using a sample of 96 patients diagnosed with 
post-traumatic stress disorder (PTSD) and randomly assigned to 10 sessions of ICBT 
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(held over a period of five weeks), they examined the “quality of the working alliance”, 
its formation during online therapy and its probable function as a moderator of post-
traumatic stress symptoms (p. 2). Large treatment effect sizes were observed (d = .98 to d 
= 1.41) at post-treatment, and these were sustained three months later (d = 1.0 to d = 
1.60). They also reported significant and lasting improvements in symptom severity, 
coupled with diminished secondary symptoms (e.g., depression, anxiety).  
Knaevelsrud and Maercker (2007) observed that the quality of the TA tended to 
improve as online treatment progressed, and sustained reductions in post-treatment 
psychopathology were correlated with quality of the TA at the conclusion of treatment. In 
74% of cases, ICBT was found to be an effective intervention in the treatment of post-
traumatic stress disorder (PTSD). Furthermore: “Eighty-six of the patients described the 
TA as personal, 76% reported positive attitudes to being treated through the Internet … 
and 60% of the patients did not miss the face-to-face communication with a therapist” 
(Knaevelsrud & Maercker, 2007, pp. 7–8). However, sample bias (90% female, 44% 
tertiary educated, 100% German speaking) combined with strict exclusion criteria (severe 
depression, suicidal ideation, psychosis, substance addiction, dissociation) limited the 
patient sample to those who were experiencing considerably reduced symptom severity, 
thus reducing the applicability of their findings to community populations (i.e., those with 
more severe PTSD symptom severity). Although they concluded that a robust TA could 
be established and improved online, they also proposed that additional research is 
required to better comprehend the nature and extent of the role of the online TA in 
mediating Internet-based psychological treatment outcomes, and to this end they 
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recommend more frequent and regular measurement of the TA throughout the online 
treatment phase.  
According to Wagner, Brand, Schulz, and Knaevelsrud (2012), the quality of the 
online TA does predict treatment outcome for ICBT. Using the WAI to assess the quality 
of the online TA (at mid and post treatment intervals) for 55 Arabic-speaking individuals 
(78% female; mean age = 27.7 years) affected by PTSD who were treated using a five-
week therapist assisted ICBT intervention, Wagner et al. (2012) reported high quality 
online TA ratings that remained stable over the course of treatment. Furthermore, WAI 
scores consistently predicted significant reductions in PTSD symptom severity, despite 
that respondents were coping with ongoing “human rights violations through war and 
dictatorship” (p. 646). 
Similarly, utilizing an Internet-delivered program designed to reduce idiopathic 
arthritic pain among a clinical sample of adolescents, White, Stinson, Lingley-Pottie, 
McGrath, Gill, and Vijenthira (2012) reported that the TA was significantly correlated 
with ICBT treatment outcome. Fourteen (10 female, 4 male) young people (mean age = 
14.57 years) completed a 12-week self-administered Internet-based arthritic pain 
management program with weekly telephone support provided by a non-healthcare 
professional, during which the TA was assessed using the WAI (client version; WAI-C). 
A negative association was reported between WAI-C and reduced arthritic pain.  
Conversely, there is recent evidence to suggest that therapist involvement may be 
of limited consequence to ICBT treatment outcome. According to Andersson et al. 
(2012), although a functional TA can be established online, it appears to be more vital to 
face-to-face treatment outcome than it is to ICBT treatment outcome. Investigating the 
THE ROLE OF THE THERAPEUTIC ALLIANCE IN ICBT 51 
degree to which the TA influenced ICBT treatment outcome for individuals diagnosed 
with depression (n = 49), social anxiety disorder (n = 90), and generalized anxiety 
disorder (n = 35), Andersson et al. (2012) reported no statistically significant associations 
between scores on the WAI and treatment outcome measures, despite high scores on the 
WAI subscales across all three samples. It is noteworthy, however, that the WAI goals 
subscale scores for sample I (individuals diagnosed with depression) were higher for an 
e-mail therapy treatment group than a guided self-help treatment group, although the 
authors attribute this to considerably reduced amount of contact between therapists and 
clients in the e-mail (mean contact time 509 minutes per participant) and self-help groups 
(mean contact time 53 minutes per participant).  
Summary 
To summarise, the TA, defined as the collaborative partnership between client and 
therapist and made up of bonds, tasks and goals (Hanley & Reynolds, 2009), is 
considered predictive of face-to-face treatment outcome (Lambert & Barley, 2001). 
Further, preliminary studies indicate that a TA can be established and maintained online 
(Bordin, 1979; Kokotovic & Tracey, 1990, p. 17). In fact, despite expectations that some 
features of ICBT (e.g., asynchronous communication, absence of nonverbal cues, 
physical distance between client and therapist) might undermine the development of a 
healthy Internet-based therapeutic partnership, several studies report that therapeutic 
alliances mediated by computers are comparable to face-to-face alliances (Andersson, 
2009; Andersson et al., 2012; Cook & Doyle, 2002; King et al., 2006; Kiropoulos et al., 
2008; Knaevelsrud & Maercker, 2007; Kokotovic & Tracey, 1990; Reynolds et al., 2006; 
Wagner et al., 2012; White et al., 2012).  
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Although therapist input and contact appears to contribute to positive Internet-
based psychological treatment outcome (Carlbring & Andersson, 2006; Cohen & Kerr, 
1998; Cook & Doyle, 2002; Kiropoulos et al., 2008), some studies indicate that positive 
ICBT treatment outcomes can be achieved with minimal input from a therapist 
(Andersson, 2009; Christensen et al., 2006; Palmqvist et al., 2007). As such, though the 
online TA may influence Internet-based treatment outcome, these outcomes may also 
vary according to the context in which ICBT takes place and the individual characteristics 
of clients (Andersson, 2009). Consistently found to be a reliable predictor of treatment 
outcome in face-to-face cognitive-behavioural treatment (Lambert & Barley 2001), the 
TA has the potential to play an important role in Internet-based psychological treatment 
outcome (Andersson, 2009; Andersson et al., 2012). However, while it is clear that a 
functional TA can be developed and shared online, preliminary research findings are 
somewhat conflicting regarding the extent to which the TA influences Internet-based 
psychological treatment outcomes. Thus, additional research is required in order to better 
understand the nature of the role played by the therapeutic alliance in predicting ICBT 
treatment outcome.  
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CHAPTER 5: THE PRESENT STUDY 
 
Conclusion and Rationale for Further Investigation 
Presently, the Internet represents the pinnacle of mainstream commercial 
communications technology. However, until such time as Internet-based audio-visual 
communications technology becomes sufficiently advanced to permit the virtual 
interaction of a therapist and their client without placing any restrictions whatsoever on 
clinical psychological assessment, mental status examinations, behavioural observation, 
paralinguistic communication, or the formation of a robust TA, applications of Internet-
based psychological treatment interventions may be relatively limited (Andersson & 
Cuijpers, 2008; Kiropoulos et al., 2008; Klein et al., 2009a; Shandley et al., 2008). Thus, 
for the time being, ICBT will likely continue to function primarily as an auxiliary 
therapeutic modality, although in some cases self-administered ICBT (or ICBT involving 
minimal therapist input) is already sufficient to achieve a positive therapeutic outcome 
(Andersson et al., 2007; King et al., 2009; Ritterband et al., 2003). 
Internet-delivered cognitive behaviour therapy is not superior to or a substitute for 
face-to-face therapy; it is simply a different approach that provides fresh ethical and 
methodological challenges to those who wish to utilise it as a therapeutic modality 
(Carlbring et al., 2006; Carlbring et al., 2005; Kiropoulos et al., 2008; Klein et al., 2009a; 
Klein et al., 2009b). Like face-to-face psychotherapy, ICBT is both produced by and 
takes shape within a kaleidoscope of dynamic and interacting biopsychosocial variables. 
As such, the challenge for therapists is not to perfect any particular Internet-based 
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psychological treatment modality, but to understand the individual whom they are 
treating, and to tailor a treatment intervention that works for that particular client.  
Importantly, the advent of ICBT dramatically increases the range of therapeutic 
options available to clients and enhances the ability of consumers of psychological health 
services to tailor their therapeutic experience to their individual support needs and 
schedules (Andersson, 2009). However, to realise the potential of ICBT as a treatment 
modality, it is first necessary to determine the conditions under which it is most effective, 
and to identify factors that determine client suitability to Internet-based psychological 
treatment. In this capacity, a primary research goal is to investigate predictors and 
potential mediators of Internet-based treatment outcome (Andersson et al., 2012).  
Aims and Hypotheses 
To date, relatively few reliable differential predictors of client suitability to ICBT 
and subsequent treatment outcome have been identified: the perceived credibility of the 
Internet as a treatment medium (Ainsworth, 2004; Andersson, 2009; Griffiths & 
Christensen, 2007; Ritterband et al., 2003; Shandley et al., 2008), the disinhibiting effects 
of online communication with a therapist (Andersson, 2009; Carlbring et al., 2005) and 
their corresponding impact on client self-disclosure (Bouchard et al., 2000; Cook & 
Doyle, 2002), personality factors (e.g., anxious-avoidant personality type, low levels of 
client neuroticism; Andersson & Cuijpers, 2008; Bouchard et al., 2000), and moderate 
symptomatology (Andersson et al., 2008; Spek et al., 2008). In addition, although it is 
likely that e-literacy and treatment adherence predict ICBT treatment outcome, this is yet 
to be conclusively determined (O’Kearney et al., 2006). Moreover, no study appears to 
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have specifically addressed the potential role of the TA in mediating the relationship 
between identified predictors and ICBT treatment outcomes (Andersson, 2009).  
In light of the apparent importance of the TA in predicting face-to-face 
psychotherapeutic treatment outcome (Andersson, 2009), it is expected that the TA plays 
a significant role in ICBT treatment outcomes. Thus, the present study will use an ICBT 
treatment program for panic disorder to investigate differential predictors of client 
suitability to Internet-based psychological treatment interventions (personality 
characteristics, perceived treatment credibility, disinhibition/inhibition, symptom 
severity, e-literacy, treatment adherence) by determining whether these factors are 
predictive of treatment outcome. Furthermore, it may be that the online TA is influenced 
by the aforementioned individual characteristics and, if so, this may in turn affect ICBT 
treatment outcome. Therefore, it is hypothesised that the therapeutic alliance mediates the 
relationship between individual characteristics and Internet-based treatment outcomes. 
This hypothesis will be tested using Baron and Kenny’s (1986) procedure for examining 
mediation.  
The present study will utilize Panic Online (PO) as an ICBT treatment 
intervention. The effectiveness of PO has already been established (Kiropoulos et al., 
2008; Klein et al., 2006; Pier et al., 2008; Richards & Alvarenga, 2002; Shandley et al., 
2008) and is therefore not a primary research aim. However, since it was first necessary 
to check to ensure the efficacy of Panic Online in the context of the present study, prior to 
testing the proposed hypotheses, residual change scores on included treatment outcome 
measures will be examined.  
Specifically, the present study will examine the following hypotheses:  
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1. Individuals with lower levels of neuroticism will have better Internet-based 
treatment outcomes. 
2. Individuals with high self-efficacy will have better Internet-based treatment 
outcomes. 
3. There will be a positive correlation between perceived treatment credibility and 
Internet-based treatment outcome.  
4. A functional therapeutic alliance will be established online. 
5. An online therapeutic alliance will mediate the relationship between individual 
factors (perceived treatment credibility, self-efficacy, personality traits) and 
treatment outcome. 
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CHAPTER 6: METHOD 
 
Participants 
Eighty-three people were recruited through advertisements placed in Australian 
newspapers, via search engines and hyperlinks posted across multiple social networking 
(Facebook, Gumtree) and national mental health (BeyondBlue, Anxiety Disorders 
Association Victoria, Reconnexion, Deakin University, Swinburne University) websites, 
and posters placed in clinical community health center waiting rooms. 
For the purposes of this study, participants were included if they exhibited 
symptoms consistent with a diagnosis of Panic Disorder (PD), as defined by the 
Diagnostic and Statistical Manual of Mental Disorders-IV (DSM-IV-TR; American 
Psychiatric Association, 2000) and assessed by the Mini international neuropsychiatric 
interview plus (MINI-Plus). Comorbidity was acceptable provided PD (with or without 
agoraphobia) was the primary diagnosis and the participant’s main psychological health 
concern. In addition, participants were required to be Australian residents, to speak 
English as their first language, to be over 18 years of age, to own a computer with stable 
(preferably broadband) Internet connectivity, to demonstrate reasonable levels of e-
literacy (in particular, competency in the use of e-mail), and to provide contact details for 
a regular general medical practitioner (GP).  
Participants were required to be available at least one hour twice per week (for a 
period of two months) in order to work through the Internet-based treatment intervention: 
Panic Online (PO), and to be willing to regularly communicate with a psychologist via e-
mail throughout this time. Alternatively, participants were excluded if they were currently 
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(i.e., at the time of recruitment) involved in other forms of psychological therapy (e.g., 
seeing a counselor, psychiatrist, or psychologist). Prescription anti-depressant or other 
medications were considered acceptable in cases where participants had been taking it 
regularly for an extended period (i.e., at least two months on a stable dosage), had not 
experienced a satisfactory reduction in their symptom severity, and still met the 
diagnostic criteria for PD (note: participants were instructed to advise the researchers of 
any change to their prescription while taking part in treatment phase of the study). 
Exclusion criteria also included suicidal ideation, severe depressive symptoms (leading to 
increased risk of suicide), non-suicidal self-injurious behaviour, or threat to the safety of 
others.  
Screening assessments were carried out by two research assistants, both of whom 
were registered provisional psychologists undertaking their final year of Doctoral level 
post-graduate study in clinical psychology at Deakin University. Having undertaken 
Doctor of Psychology coursework and extensive clinical practicum, these students were 
experienced in the administration of psychological testing and assessment. In addition, 
they were provided with clinical supervision by academic staff (specific to their roles in 
this study), including adequate training and practice in the administration and 
interpretation of the MINI-Plus. 
Following screening interviews and initial assessment, 28 individuals (5 males, 23 
females) were included in this study, ranging in age from 23 to 63 years (M=42.89 
SD=12.59). Of these, 18 individuals (5 males, 13 females) ranging in age from 23 to 63 
years (M=43.0, SD=13.05) completed the pre-treatment measures, all the PO modules, 
and the post-treatment measures. Of the remaining 10, 7 completed the pre-treatment 
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measures and all the PO modules but did not complete the post-treatment measures; and 
three completed the pre-treatment measures but did not complete the PO modules (a 
flowchart of this study from pre to post-treatment is shown in Fig. 1).  
 
 
 
Fig 1. Flowchart from participant registration to post-treatment phase 
 
Participants’ demographic and diagnostic characteristics (at both pre and post-
treatment stages) are presented in Table 1. As shown, of the 18 participants who 
completed the PO modules and post-treatment test battery, most were female, Caucasian, 
Did not meet criteria (n=47) 
Declined to participate (n=8) 
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Medical problems (n=1) 
Registrations N=83 
Participants (n=28) 
Completed pre-treatment  
measures (n=28) 
Completed post-treatment 
measures (n=18) 
Commenced Panic Online 
(n=28) 
Completed Panic Online 
(n=25) 
Did not complete post-
treatment measures (n=7) 
Excluded (n=55) 
Discontinued Panic Online 
(n=3) 
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married, living with other people, employed, and tertiary educated. Most were diagnosed 
with Panic Disorder with Agoraphobia, and the most common comorbidity reported by 
completing participants was major depressive disorder. The second most common 
comorbidities were generalized anxiety disorder and alcohol dependence, both equally 
prevalent. Remaining participants reported no secondary diagnosis. Less than one third of 
the 18 completing participants had been taking a stable dosage of prescription 
medication: anti-depressants, antipsychotic, benzodiazepines, or medications unrelated to 
their presenting or comorbid psychological health presentation. 
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Table 1.  
Participant Characteristics at Pre and Post-treatment Stages 
 
Variable Commenced (n = 28) Completed (N = 18)* 
Gender   
 Male 6 (21.4)** 5 (27.8) 
 Female 22 (78.6) 13 (72.2) 
Relationship Status   
 Married/De Facto 18 (61.3) 13 (72.2) 
 Single 7 (25) 3 (16.7) 
 Divorced/Separated/Widowed 4 (16.7) 2 (11.2) 
Living arrangements   
 Alone 3 (10.7) 2 (11.1) 
 With partner/family 19 (67.8) 12 (66.7) 
 With non-family members 6 (21.4) 4 (22.2) 
Employment status   
 Full-time 9 (32.1) 6 (33.3) 
 Part-time 10 (35.7) 8 (44.4) 
 Unemployed 9 (32.1) 4 (22.2) 
Education status   
 Year 10 or below 5 (17.9) 2 (11.2) 
 Year 12 5 (17.9) 3 (16.7) 
 Undergraduate/TAFE 12 (42.9) 8 (44.4) 
 Postgraduate 6 (21.4) 5 (27.8) 
Ethnicity   
 Caucasian 24 (85.7) 15 (83.3) 
 Indigenous Australian 1 (3.6) 0 
 European 2 (7.1) 2 (11.1) 
 Middle-Eastern 1 (3.6) 0 
Panic Disorder   
 With Agoraphobia 20 (71.4) 13 (72.2) 
 Without Agoraphobia 8 (28.6) 5 (17.9) 
Comorbidity   
 Major Depressive Disorder 8 (28.6) 5 (17.9) 
 Specific Phobia 1 (3.6) 0 
 Generalised Anxiety Disorder 1 (3.6) 1 (3.6) 
 Alcohol Dependence 1 (3.6) 1 (3.6) 
 Bipolar Disorder 1 (3.6) 0 
 Middle-Eastern 1 (3.6)  0 
Note. *Refers to the number of participants who completed the Panic Online program and 
post-treatment test battery; **values in parentheses refer to percentages. 
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Measures 
Assessment involved screening interviews (during which respondents were 
questioned in relation to the stipulated exclusion criteria e.g., age, provision of contact 
details for a general medical practitioner, accessibility to a computer with Internet 
connectivity, treatment status, presenting symptoms etc.), structured clinical/diagnostic 
interviews, and online self-report measures. Reliability studies comparing the equivalence 
of validated paper-based panic questionnaires with internet-administered panic 
questionnaires found that these two modes of administration did not differentially affect 
scores (Austin, Carlbring, Richards, & Andersson, 2006). Hedman et al. (2010) reported 
excellent internal consistencies for six measures frequently used in anxiety-related 
research, with coefficient alpha values for paper-and-pencil versions ranging from D = 
0.77 to 0.94, and from D = 0.81 to 0.94 for versions administered online.  
Mini international neuropsychiatric interview-plus (MINI-Plus; Sheehan et al., 
1998; Sheehan et al., 1997; note: for a copy of the MINI-Plus refer to 
<http://wiki.case.edu/images/c/c9/2005MINI.pdf>). An extended version of the MINI, 
the MINI-Plus is a structured clinical interview designed to assess prevalent Axis 1 
disorders (e.g., somatization disorders, psychotic disorders, conduct disorder, adjustment 
disorders, anxiety and depressive disorders) and one personality disorder (anti-social 
personality disorder) indexed within the DSM-IV-TR and International Classification of 
Diseases-10 (ICD-10; WHO, 1992). The MINI-Plus takes 45–60 minutes to administer 
and, following a relatively short amount of practice and training, was used by Doctoral 
level students (registered as provisional psychologists) to conduct the telephone-based 
clinical interview. 
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The MINI-Plus is split into modules, each of which is coded by a letter 
representing a specific diagnosis (e.g., A for Major Depressive Episode). With the 
exception of the psychotic disorders module, each module commences with question(s) 
that screen for essential diagnostic criteria. In the case of Major Depressive Episode, for 
instance, individuals are first asked: A1. Have you ever been consistently depressed or 
down, most of the day, nearly every day, for at least two weeks? If the answer to one or 
more of these initial questions is yes, the screening questions continue. If the answer is 
no, the test administrator omits the remaining questions related to that particular 
diagnosis and moves onto the subsequent module. The MINI takes half as long as the 
SCID-P to administer, and excellent concordant validity is reported for the MINI current 
(kappa = .76) and lifetime (kappa = .80) panic disorder scales and corresponding SCID-P 
diagnoses (Sheehan et al., 1997). 
With the exception of the treatment credibility scale* (which was only completed 
prior to commencing PO), the following questionnaires were completed both prior to 
commencing and after undertaking the Panic Online treatment protocol: 
Agoraphobic cognitions questionnaire (ACQ; Chambless, Caputo, Bright, & 
Gallagher, 1984; see Appendix A). The ACQ is a self-report scale containing 14-items 
designed to assess manifestations of fear among individuals affected by agoraphobia. The 
ACQ is divided into two subscales each containing 7 items: loss of control (e.g., hurt 
someone, go crazy, scream etc.) and physical concern (e.g., throw up, pass out etc.). 
Responses are given on a Likert scale ranging from 1 (thought never occurs) to 5 (thought 
always occurs when I am nervous) reflecting how often a specific thought (e.g., I am 
going to throw up) occurs when the respondent is nervous or fearful. For instance, item 4 
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(I will have a heart attack) may be answered: thought occurs during half the times when I 
am nervous. The ACQ shows reasonable internal consistency (D = 0.80) and test-retest 
reliability (r = 0.86; Chambless et al., 1984; Klein et al., 2006). The ACQ also 
demonstrates acceptable convergent and discriminant validity (Chambless et al., 1984). 
Anxiety sensitivity index-3 (ASI-3; Taylor et al., 2007; see Appendix B). A 
revised version of the anxiety sensitivity index (ASI), the ASI-3 is an 18-item self-report 
measure that assesses a person’s fear of sensations associated with anxiety. On a Likert 
scale ranging from 0 (very little) to 4 (very much), respondents indicate their level of 
concern under the circumstances described within the item (e.g. it scares me when my 
heart beats rapidly). Based on non-clinical cross-cultural samples (N = 4494; taken from 
the United States, Canada, France, Mexico, and the Netherlands), the ASI-3 demonstrates 
sound internal consistency values across its three subscales: physical (D = 0.76 to 0.86), 
cognitive (D = 0.79 to 0.91), and social (D = 0.73 to 0.86). Likewise, cross-cultural 
validation sampling indicates acceptable convergent validity for the ASI and ASI-3 
physical (r = 0.92 to 0.98), cognitive (r = 0.83 to 0.99), and social (r = 0.92 to 0.99) 
subscales (Taylor et al., 2007). 
Depression, anxiety and stress scale (DASS; Lovibond & Lovibond, 1995b; see 
Appendix C). Designed to measure an individual’s levels of emotional distress, the DASS 
is a self-report measure containing 42 items divided into three subscales: depression (D = 
0.91), anxiety (D = 0.84), and stress (α = 0.90; Lovibond & Lovibond, 1995b). Each 
subscale includes 14 items and answers are rated on a scale ranging from 0 (did not apply 
to me at all) to 3 (applied to me very much, or most of the time), indicating how often or 
severely a particular emotional state was experienced over the last seven days (e.g., I was 
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in a state of nervous tension). Sound convergent validity values are reported for the 
DASS anxiety scale and the Beck Anxiety Inventory (r = 0.81), and the DASS 
depression scale and Beck Depression Inventory (r = 0.74; Klein et al., 2006; Lovibond & 
Lovibond, 1995a). 
Mobility inventory for agoraphobia (MIA; Chambless, Caputo, Jasin, Gracely, 
& Williams, 1985; see Appendix D). The MIA is a 27-item self-report questionnaire used 
to measure agoraphobic avoidance behaviour and panic attack frequency. On a Likert 
scale ranging from 1 (never avoid) to 5 (always avoid), respondents indicate the extent to 
which they tend to avoid each situation described. Answers are rated across two 
conditions: when respondents are alone and when accompanied by someone they trust. 
Excellent internal consistency is reported for paper-and-pencil versions of the MIA (α = 
0.91 to 0.97; Chambless et al., 1985), and more recently for Internet-administered 
versions (α = 0.95 to 0.96; Austin et al., 2006). Likewise, sound test–retest reliability 
coefficients are reported, ranging from r = 0.89 to 0.90 for the alone subscale, and from r 
= 0.75 to 0.86 for the accompanied subscale (Austin et al., 2006; Chambless et al., 1985). 
The MIA also includes two extra items measuring the frequency and severity of panic 
attacks respondents have experienced in the weeks leading up to the test. 
Panic disorder severity scale (PDSS; Shear et al., 1997; see Appendix E). The 
PDSS is a self-report instrument developed to standardize the assessment of symptom 
severity among individuals diagnosed with panic disorder. The instrument contains seven 
items, each corresponding to one of seven scales representing a different domain of panic 
disorder: (1) frequency of panic attacks within a seven day period (2) the (average) level 
of discomfort experienced during panic attack (3) the degree to which an individual is 
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anxious about having another (i.e., experiencing their next) panic attack (4) avoidance of 
locations or situations that an individual fears may trigger a panic attack (5) avoidance of 
identified activities (e.g., drinking caffeine) that an individual fears may lead to physical 
sensations that could trigger a panic attack (6) the degree to which panic symptoms and 
related avoidance behaviour have impaired an individual’s ability to function in their 
work and home life (7) the degree to which panic symptoms and related avoidance 
behaviour have impaired an individual's social functioning (Shear et al., 1997). 
Answers to items on the PDSS are given on a scale of severity ranging from 0 
(none) to 4 (severe or extreme), with the qualitative definition of these values varying 
according to the nature of the item. For instance, item 1 (How many panic and limited 
symptoms attacks did you have during the week?) may be answered on a scale of 0 (no 
panic or limited symptom episodes) to 4 (extreme: full panic attacks occurred more than 
once a day, more days than not); while item 3 (During the past week, how much have you 
… felt anxious about when your next panic attack would occur?) may be answered on a 
scale of 0 (not at all) to 4 (nearly constantly and to a disabling extent; Shear et al., 1997). 
Sound inter-rater reliability estimates, ranging from r = 0.74 (item 2) to 0.87 (item 4), are 
reported for all seven subscales, internal consistency is satisfactory (D = 0.65), and the 
PDSS demonstrates adequate convergent and discriminant validity (Shear et al., 1997). 
General self-efficacy scale (GSES; Scholz, Dona, Sud, & Schwarzer, 2002; see 
Appendix F). The GSES is a self-administered 10-item scale designed to measure 
individuals’ perceived self-efficacy in coping with stressful events. On a Likert scale 
ranging from 1 (not at all true) to 4 (exactly true), respondents indicate the degree to 
which they believe themselves to be sufficiently confident or capable to cope with 
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stressful situations (e.g., I can usually handle whatever comes my way). Since being 
developed in Germany in 1979, the GSES has been translated into 28 languages, with 
cross-cultural studies generally reporting sound internal consistency values (α = 0.75 to 
0.91; Scholz et al., 2002). In addition, cross-cultural examination reveals acceptable 
discriminant validity values for the GSES and depression (r = –0.42 to –0.52), and the 
GSES and anxiety (r = –0.43 to –0.60; Schwarzer, Babler, Kwiatek, & Schroder, 1997). 
Big-five inventory (BFI; John, Nauman, & Soto, 2008; see Appendix G). The 
BFI is a 44-item self-report personality instrument designed to assess the Big Five 
dimensions of personality: extraversion, agreeableness, conscientiousness, neuroticism, 
and openness (Costa & McCrae, 1992). On a Likert scale ranging from 1 (disagree 
strongly) to 5 (agree strongly), respondents indicate the degree to which they consider a 
given item to accurately describe how they view themselves (e.g., I see myself as 
someone who … is inventive). Sound mean internal consistency is reported for the BFI 
subscales (mean D = 0.83), with extraversion (D = 0.92), agreeableness (D = 0.90) and 
conscientiousness (D = 0.90) showing slightly higher alpha values than neuroticism (D = 
0.85) and openness (D = 0.88). Acceptable mean convergent validity values are reported 
for the BFI and the Trait Descriptive Adjectives (TDA) scale (mean r = 0.81), and the 
BFI and the NEO five factor inventory (NEO-FFI; mean r = 0.73). Closer examination of 
the subscales reveals convergent validity values for the BFI and TDA ranging from r = 
0.90 (extraversion) to r = 0.75 (openness), and for the BFI and NEO-FFI ranging from r 
= 0.64 (openness) to r = 0.79 (conscientiousness). When compared with each other, the 
BFI subscales show adequate discriminant validity (mean r = 0.20; John et al., 2008; John 
& Srivastava, 1999). 
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Treatment credibility scale (TCS; Borkovec & Nau, 1972; see Appendix H). 
The TCS is a 5-item measure targeted at respondents’ perceptions of the credibility of a 
given treatment intervention/modality. Respondents are required to rate their responses 
on a scale ranging from 1 (negative) to 10 (positive), giving an overall credibility score 
between 0 and 50, with higher scores representing a more favourable perception of the 
treatment credibility of Internet-based psychological treatment.. 
One additional self-administered questionnaire was completed online after 
completion of PO: 
Working alliance inventory, short version, client form (WAI-S; Hanson, 
Curry, & Bandalos, 2002; Tracey & Kokotovic, 1989; see Appendix I). The WAI-S is a 
self-report questionnaire containing 12-items and designed to assess three facets of the 
TA: therapeutic goals (therapeutic outcomes e.g., We have established a good 
understanding of the kind of changes that would be good for me), bonds (the affective 
attachment shared between the client and their therapist e.g., I am confident in [my 
therapist’s] ability to help me), and tasks (what takes place between the client and their 
therapist during clinical sessions e.g., What I am doing in therapy gives me a new way of 
looking at my problem; Hanson et al., 2002; Horvath & Greenberg, 1989; Lambert & 
Barley, 2001). There are different versions of the WAI-S for clients and therapists, 
though both contain 12 items divided into the same three 3 subscales (i.e., goals, bonds, 
and tasks).  
For the WAI-S client version, respondents are required to rate on a Likert scale 
ranging from 1 (never) to 7 (always) how often a given item (e.g., We agree on what is 
important for me to work on) represents their thoughts and feelings about their therapist. 
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Thus, total scores for the client (or therapist) version of the WAI-S may range from 12 to 
84, with higher scores indicating a more favourable perception of the working alliance 
(Hanson et al., 2002). Excellent internal consistency is reported for the WAI-S client 
version subscales, ranging from D = 0.90 to 0.92; likewise for the overall coefficient 
(Hanson et al., 2002; Tracey & Kokotovic, 1989). The WAI-S also demonstrates 
acceptable discriminant and convergent validity  
Panic Online  
Panic Online (PO) is an eight-week Internet-based cognitive behaviour therapy 
(CBT) treatment program for people experiencing panic attacks. The program is taken in 
two steps: Step 1 consists of six sections (S1. The nature of panic, S2. The causes of 
panic, S3. The effects of panic S4. Coping with panic, S5. Could you have panic?, S6. 
Treatments for panic) that provide an introductory overview of panic disorder, including 
interactive quizzes (to reinforce learning) and suggestions for reducing panic symptom 
severity. Step 2 is a password-protected online CBT-based treatment program comprising 
an introductory module, four learning modules, and a relapse prevention module 
(Kiropoulos et al., 2008; Klein et al., 2006). Similar to an interactive manualized CBT 
treatment protocol for PD, PO modules are self-administered and designed to enable 
participants to progress through a sequence of therapeutic learning targets. Despite each 
module being relatively brief (taking approximately one or two hours to complete), 
additional time is needed to integrate the associated relaxation or cognitive techniques. 
As such, participants were instructed not to rush through the program, but to give each 
technique at least one week of practice before moving onto the next module. The weekly 
panic online modules were as follows (Klein et al., 2006): 
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Week Module/Task 
1 Module 1 – Introduction 
Module 2 – Self Monitoring 
2 Module 3: Learning to be calm  
Module 3: Learning how to relax 
3 Module 4: Cycle of panic  
Module 4: Understanding the nature of negative thoughts  
4 Module 4: Probability over-estimations  
Module 4: Catastrophic thinking  
5 Module 4: Modifying self statements  
Module 4: The unpredictable becomes predictable 
6 Module 5: Producing the panic sensations 
7 Module 5: Facing panic in everyday life 
8 Module 6: Looking forward – all subsections 
 
Design and Procedure 
This study was pre-approved by the Deakin University Human Research Ethics 
Committee (see Appendix J). After receiving referral information via one of the 
aforementioned print or electronic media sources, participants registered their interest in 
this study by e-mail or telephone. Each participant was then telephoned and screened by 
the primary researcher (a student undertaking a Doctor of Psychology (Clinical) 
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program). An initial screening interview (typically 20 min), based on participant 
responses to scripted standardized questions of relevant inclusion/exclusion criteria (e.g., 
are you over 18 years of age? Is English your first language?), was conducted to 
determine probable eligibility. Participants whose presenting symptoms appeared 
consistent with the DSM-IV-TR criteria for panic disorder, and whose demographic 
information met the stipulated inclusion criteria, were sent a plain language statement 
(see Appendix K) and consent form (either by post or e-mail). Participants were 
instructed to return signed copies of the consent form in anticipation of a more thorough 
clinical screening interview. Recorded information was stored in a locked filing cabinet, 
and identifying information (e.g., name, contact details) was kept separate from non-
identifying information using password-protected Microsoft Excel files.  
On receiving signed informed consent forms, a more comprehensive clinical 
interview (typically 60 min), including a more detailed demographic assessment, 
medication regime assessment, and a diagnostic assessment for PD, was administered (by 
telephone) using the MINI-Plus. These extended screening interviews were conducted by 
one of two research assistants (both registered provisional psychologists undertaking the 
final year of a Doctor of Psychology (Clinical) program), each trained in the 
administration of the MINI-Plus by (and under supervision from) a registered and 
seasoned clinical psychologist. During these interviews, participants were again informed 
of the two-month commitment required to undertake PO, and the need to maintain regular 
e-mail contact with an allocated provisional psychologist. The clinicians who 
administered the clinical diagnostic interviews were not involved with participants as 
they worked through PO. 
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Participants were required to provide the name of their regular GP, to whom a 
letter was sent advising them of the involvement of their patient in this study (see 
Appendix L). As only one researcher (a provisional psychologist) was providing 
treatment support, a maximum of 10 participants undertook each course of Panic Online. 
As such, those who were eligible but whose symptoms were less acute were put on a 
waiting list (approx. six weeks).  
Following the telephone assessment, participants who received a primary 
diagnosis of PD (with or without agoraphobia) were e-mailed a standardized welcome 
letter containing a unique coded username and the password used to access the pre-
treatment set of online questionnaires (ACQ, ASI-3, DASS, PDSS, BFI, MIA, GSES, 
DASS, TCS; see Appendix M). Once these were completed, each participant was issued a 
separate password for accessing PO. In cases where participants were ineligible to take 
part (n = 53), unable to continue the program (n = 2), or commenced ongoing face-to-face 
contact with a mental health professional (n = 1), a comprehensive list of referral 
information was sent.  
A Doctor of Psychology (Clinical) student (registered as a provisional 
psychologist and working under the supervision of two practicing clinical/academic 
psychologists) guided participants through the PO modules. Each participant’s progress 
was monitored by regular (i.e., at least once per week) e-mail support. Individual 
questions and needs were responded to within 48 hours of receiving e-mail notification. 
All e-mails exchanges were recorded on an encrypted website. Although participant 
response rates varied, most exchanged two e-mails per week. Each participant was treated 
as an individual: some preferred to work relatively independently, while others were 
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more dependent on the primary researcher for responsive and information rich support. 
There was a standard protocol for participants to be able to contact additional supports if 
more urgent assistance was required. 
Most participants worked through the PO modules on the personal computers they 
kept at home. Though designed to be interactive, the web-based content of PO did not 
vary between participants, as the instructions and data contained within each module 
were unchanged (Klein et al., 2006). Following the completion of PO, participants were 
given a final password to access the set of post-treatment questionnaires (ACQ, ASI-3, 
DASS, PDSS, BFI, MIA, GSES, DASS, WAI). Finally, an e-mail was sent to participants 
thanking them for their involvement, providing them with numerous post-treatment 
referral options, reading material, and education in relation to the benefits of 
maintenance. 
 
 
 
 
 
 
 
 
 
 
 
THE ROLE OF THE THERAPEUTIC ALLIANCE IN ICBT 74 
CHAPTER 7: RESULTS 
 
Attrition 
Of the 28 screened and registered participants, three discontinued during the 
treatment phase and seven completed the treatment phase but did not complete the post-
treatment test battery. The attrition rate for the treatment phase of the study was therefore 
10.71%. The attrition rate for the final phase of the study (post-treatment test battery) was 
35.71%. By comparison, attrition rates for other studies involving the use of PO range 
from 5% (Klein et al., 2006) to 42.7% (Shandley et al., 2008). Kiropoulos et al. (2008) 
reported attrition rates of 10.9% for treatment conditions involving the use of PO, and 
Klein et al. (2009) reported that attrition rates for treatment conditions involving the use 
of PO tended to vary depending on whether therapist contact was frequent, 21.4% (6/28) 
or infrequent, 27.6% (8/29).  
Consideration was given to exploring differences between completers and non-
completers of PO. However, only three participants discontinued during the treatment 
phase (one gave no reason and two withdrew due to unforeseen circumstances which 
prevented them continuing). Of the seven who completed the treatment phase but did not 
complete the post-treatment test battery, three were unable to be contacted following 
treatment and the remaining four did not complete the post-treatment measures (despite 
follow up contact) for reasons unknown. 
Statistical Analyses 
Frequently used to deal with attrition in randomized controlled trials, the 
Intention-to-Treat (ITT) principle is based on analysing data according to original 
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treatment intent: “all participants once randomized are analyzed according to the 
condition to which they were originally assigned, regardless of adherence with the 
treatment protocols or the occurrence of adverse events” (Gross & Fogg, 2004, p. 476). 
However, ITT is sometimes misused to the detriment of public health, particularly in 
cases where treatment effectiveness may be under-represented (Feinman, 2009; Gross & 
Fogg, 2004; Lachin, 2000). 
It was determined that ITT was not appropriate for the present study. First, the 
focus on predictive analysis prevented data substitution based on multiple imputation. 
Second, small sample size made the use of mixed model analyses of the outcomes 
untenable. Third, there is no way to be sure that non-adherent participants (i.e., those who 
completed PO but not the post-treatment test battery; n = 7) found PO to be ineffective, 
and all evidence (based on preliminary statistical analyses and relevant participant 
feedback throughout treatment) points to sound treatment effectiveness. Fourth, PO has 
already been consistently established within extant literature as an effective ICBT 
treatment program (Kiropoulos et al., 2008; Klein et al., 2006; Pier et al., 2008; Richards 
& Alvarenga, 2002; Shandley et al., 2008). Finally, in the present study the question of 
treatment effectiveness is separate to the question of treatment adherence (Feinman, 
2009). 
Prior to data analysis, the data set was tested and corrected for errors. 
Demographics, treatment outcome measures (ASI-3, ACQ, DASS, MIA, PDSS), 
measures of individual participant factors (e.g., personality traits; BFI, GSES), and 
perceptions of treatment credibility (TCS) were examined using SPSS procedures for 
testing accuracy of data entry, with their distributions inspected for suitability to 
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multivariate statistical analyses. There were no missing values from within the data set. 
However, since 10 participants did not complete the final test battery, a total of N = 18 
participants were included in subsequent statistical analyses.  
Following data cleaning, preliminary analyses were conducted to ensure the 
assumptions of normality, linearity, and homoscedasticity were met. No violations for the 
assumption of normality were found for the BFI subscales, the ASI-3 (pre and post-
treatment scores), the GSES (pre and post-treatment scores), the WAI goals and bonds 
subscales, the TCS, ACQ (pre-treatment score), the DASS anxiety subscale (pre-
treatment score), the DASS stress subscales (pre and post-treatment scores), the MIA 
accompanied subscale (pre-treatment score), the MIA alone subscale score (pre-treatment 
score), and the PDSS (pre and post-treatment scores). However, serious violations of the 
assumption of normality were found for the WAI (total score), the WAI tasks subscale, 
the ACQ (post-treatment scores), the MIA subscales for panic attack severity (pre and 
post), MIA subscales for the number of panic attacks experienced during the last seven 
days (pre and post-treatment scores), the MIA subscales for the number of panic attacks 
experienced during the last three weeks (post-treatment scores), the MIA accompanied 
subscale (post-treatment scores), the MIA alone subscale (post-treatment scores), the 
DASS anxiety subscale (post-treatment scores), and the DASS depression subscales (pre 
and post-treatment scores). 
Next, the assumptions of linearity and homoscedasticity were tested by visual 
inspection of scatterplots, though sample size restrictions often made these assumptions 
difficult to assess. Even in cases where bivariate scatterplots represented normally 
distributed variables, severe violations of the assumptions on linearity and 
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homoscedasticity were observed. In light of these violations, and considering the number 
of variables that did not satisfy the assumption of normality, the option of variable 
transformation was thoroughly explored.  
The use of transformation to deal with violations of assumption testing is 
contested (Tabachnick & Fidell, 2007). In the context of the present study, transformation 
produced untenable problems with the interpretation of results (see Appendices P–R for 
Tables containing the correlational analyses of transformed variables). First, conventional 
transformation strategies (e.g., logarithm transformation) were unsuccessful for most 
variables and although modified transformation formulas were successful in some cases, 
this further obscured interpretation. Second, interpretation was obfuscated in cases where 
transformation resulted in a normal distribution, since many of the variables included in 
the present study were skewed by nature (e.g., the number of panic attacks experienced 
within a given period of time). As such, non-parametric statistical analyses (e.g., 
Wilcoxon Signed Rank Test, Spearman Rank Order Correlation) were used in instances 
where variables that did not meet assumptions testing were included in the analysis.  
 Sample size restrictions required an initial emphasis on descriptive statistical 
analyses. First, participant characteristics were examined. Specifically, means and 
standard deviations were calculated for participant demographics (gender, living 
arrangements, education status, relationship status, ethnicity, employment status), scales 
that measured subjective participant factors (BFI, GSES, TCS), and MIA scales for the 
number and severity of panic attacks experienced (over seven days and three weeks) at 
pre and post-treatment stages.  
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Although treatment effectiveness was not the primary focus of the present study, 
treatment outcome is the dependent variable for correlational (and mediation) analysis 
with both the therapeutic alliance (as measured by the WAI) and subjective participant 
factors (as measured by the BFI, TCS and GSES). Therefore, treatment effectiveness was 
examined prior to testing the main hypotheses. Given the relatively small sample size, 
treatment effectiveness was initially tested by subtracting mean post-treatment scores 
(Time 2: T2) from mean pre-treatment scores (Time 1: T1) for the same measures (T1 – 
T2; see Appendix N). Treatment effectiveness was also examined by testing for 
significant differences in participant symptom severity before and after treatment. Ideally, 
a MANOVA would be used for this type of analysis but small sample size and significant 
variable skew meant that non-parametric statistics were selected as the most appropriate 
analytic method. For variables that were normally distributed and scored at Time 1 and 
Time 2, repeated-measures t-tests were used to explore differences in symptom severity 
at pre and post-treatment assessment stages, whilst Wilcoxon Signed Rank Test was used 
for variables that were not normally distributed.  
It was intended that the hypothesis that the therapeutic alliance mediates the 
relationship between individual participant factors and treatment outcome would be 
tested by mediation analysis. However, mediation analysis was prohibited by low sample 
size (N = 18), leading to inadequate statistical power and the absence of statistically 
significant associations between relevant independent (as measured by the BFI, TCS, 
GSES) and dependent (as measured by the ACQ, ASI-3, MIA, DASS, PDSS) variables. 
In the absence of mediation analysis, correlational analyses were used to determine the 
degree to which the pattern of observed relationships was consistent with the 
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hypothesised model, though it is noteworthy that correlational analyses may be affected 
by individual scores among smaller sample sizes, and the interpretation of results should 
be considered in this context. 
To test ancillary hypotheses, the following analyses were conducted. First, to test 
the hypothesis that a therapeutic alliance could be established online, scores on the WAI 
were interpreted accordingly (higher scores indicated a more favourable perception of the 
working alliance). Second, to test the hypothesis that the online therapeutic alliance was 
related to reduced symptom severity, correlational analyses were conducted between 
WAI scores and relevant treatment outcome measures (PDSS, ACQ, ASI-3, DASS, 
MIA). Third, to test the hypothesis that treatment credibility would positively correlate 
with therapeutic outcome, correlations were conducted between the TCS and relevant 
outcome measures (PDSS, ASI-3, DASS, MIA, ACQ). Finally, to explore suitability to 
ICBT, participant scores on the BFI were compared with normative samples and 
correlational analyses used to test for associations between individual participant 
characteristics and treatment outcome. 
Participant Characteristics 
Means and standard deviations for all major variables are presented in Table 2 
(note: some variables were measured at only one stage of treatment; see Appendix N for 
individual outcome scores across Time 1 and Time 2). Notable improvement can be 
observed in mean scores for DASS depression, anxiety and stress subscales, the PDSS, 
the ASI-3, the MIA alone subscale (indicating reduced agoraphobic avoidance behaviour 
when participants were alone), and the frequency of panic attacks (occurring over 7 day 
and 3 weeks periods) as measured by the MIA. 
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Table 2 
Participant Means and Standard Deviations on all Measures at Pre (Time 1) and Post 
(Time 2) Treatment Stages (N = 18) 
 
Measure/subscale Range Pre (Time 1)  Post (Time 2)  
  M SD M SD 
DASS (dep) 0–42 11.28 10.16 3.56 5.41 
DASS (anx) 0–42 16.28 10.21 6.67 5.87 
DASS (stress) 0–42 18.45 8.69 9.06 5.41 
ACQ 14–70 33.22 9.21 24.56 8.67 
PDSS 0–28 10.56 4.18 4.83 3.31 
ASI-3 0–72 32.89 16.88 19.89 14.47 
MIA (alone) 0–135 57.72 27.20 47.44 22.74 
MIA (accomp) 0–130 48.22 19.08 41.67 14.44 
MIA (7 days)  2.39 2.25 .72 1.22 
MIA (3 weeks)  5.89 5.18 1.72 1.67 
GSES 10–40 26.50 5.01 28.11 5.14 
TCS 0–50 41.39 6.04   
BFI (agree) 9–45 35.78 5.29   
BFI (cons) 9–45 34.56 4.58   
BFI (neuro) 8–40 30.78 6.60   
BFI (extra) 8–40 22.50 7.23   
BFI (open) 10–50 34.72 7.92   
WAI (bonds) 0–28   21.17 3.57 
WAI (tasks) 0–28   21.56 4.58 
WAI (goals) 0–28   21.33 4.14 
WAI (total) 12–84   64.06 11.42 
Note. T1 = Time 1; T2 = Time 2; range = range of possible scores for the 
measure/subscale; DASS (dep), depression subscale on the depression, anxiety and stress 
scale; DASS (anx), anxiety subscale on the depression, anxiety and stress scale; DASS 
(stress), stress subscale on the depression, anxiety and stress scale; PDSS, panic disorder 
severity scale; ACQ, agoraphobic cognitions questionnaire; ASI-3, anxiety sensitivity 
index; MIA (alone), alone subscale on the mobility inventory for agoraphobia; MIA 
(accomp), accompanied subscale on the mobility inventory for agoraphobia; MIA (7 
days), frequency of panic attacks over the last seven days on the mobility inventory for 
agoraphobia; MIA (3 weeks), frequency of panic attacks over the last three weeks on the 
mobility inventory for agoraphobia; GSES, general self-efficacy scale; TCS, treatment 
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credibility scale; BFI (agree), agreeableness subscale on the big five inventory; BFI 
(cons), conscientiousness subscale on the big five inventory; BFI (neuro), neuroticism 
subscale on the big five inventory; BFI (extra), extraversion subscale on the big five 
inventory; BFI (open), openness subscale on the big five inventory; WAI (bonds), bonds 
subscale on the working alliance inventory; WAI (tasks), tasks subscale on the working 
alliance inventory; WAI (goals), goals subscale on the working alliance inventory; WAI 
(total), total score on the working alliance inventory. 
Treatment Effectiveness 
 Repeated measures t-tests were conducted to evaluate the effectiveness of PO in 
reducing panic symptom severity (for the N = 18 participants who completed both the pre 
and post test batteries) as measured by changes in mean scores on normally distributed 
pre and post-treatment variables: PDSS, DASS stress subscale, and ASI-3.  
There was a statistically significant decrease in PDSS scores from Time 1 (M = 
10.56, SD = 4.18) to Time 2 (M = 4.83, SD = 3.31), t (17) = 7.19, p < .001 (two-tailed). 
The mean decrease in PDSS scores was 5.72 with a 95% confidence interval ranging 
from 4.04 to 7.4. The eta squared statistic (.75) indicated a large effect size (J. W. Cohen, 
1988). A repeated measures t-test revealed a significant decrease in the DASS stress scale 
scores from Time 1 (M = 18.44, SD = 8.69) to Time 2 (M = 9.06, SD = 5.41), t (17) = 
5.32, p < .001 (two-tailed). The mean decrease in DASS stress scale scores was 9.38 with 
a 95% confidence interval ranging from 5.66 to 13.11. The eta squared statistic (.62) 
indicated a large effect size. There was also a significant decrease in ASI-3 scores from 
Time 1 (M = 32.88, SD = 16.87) to Time 2 (M = 19.88, SD = 14.48), t (17) = 4.14, p < 
.001 (two-tailed). The mean decrease in ASI-3 scores was 13.0 with a 95% confidence 
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interval ranging from 6.38 to 19.61. The eta squared statistic (.50) indicated a large effect 
size. 
For treatment variables that did not meet the assumption of normality, the 
Wilcoxon Signed Rank Test was used. A statistically significant reduction in DASS 
depression subscale scores was observed following treatment (i.e., panic online),  
z = –2.79, p < .005. The median score on the DASS depression scale decreased from pre-
treatment (Md = 9.5) to post-treatment (Md = 1.5). The effect size was medium (.47). 
Similarly, a Wilcoxon Signed Rank Test revealed a statistically significant reduction 
following treatment in participant anxiety levels, z = –3.38, p < .001, with a large effect 
size (.56). The median score on the DASS anxiety scale decreased from pre-treatment 
(Md = 14) to post-treatment (Md = 3.5). 
A Wilcoxon Signed Rank Test also revealed a statistically significant reduction in 
the number of panic attacks following treatment. The median score on the MIA subscale 
(for the number of panic attacks experienced over a 7 day period) decreased from pre-
treatment (Md = 2) to post-treatment (Md = 0), z = –2.78, p < .005, with a medium effect 
size (.46). Likewise, the median score on the MIA subscale (for the number of panic 
attacks experienced over a 3 week period) decreased from pre-treatment (Md = 4) to post-
treatment (Md = 2), z = –2.98, p < .01. The effect size was medium (.49). 
Following treatment there was a statistically significant reduction in agoraphobic 
avoidance behaviour when participants were accompanied, as indicated by a Wilcoxon 
Signed Rank Test, z = –2.12, p < .05, with a medium effect size (.35). The median score 
on the MIA accompanied subscale decreased from pre-treatment (Md = 45.5) to post-
treatment (Md = 35.5). Likewise, a Wilcoxon Signed Rank Test revealed a statistically 
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significant reduction following treatment in agoraphobic avoidance behaviour when 
participants were alone, z = –3.03, p < .01, with a large effect size (.51). The median 
score on the MIA alone subscale decreased from pre-treatment (Md = 48) to post-
treatment (Md = 39.5). Finally, a Wilcoxon Signed Rank Test revealed a statistically 
significant reduction following treatment in agoraphobic cognitions, z = –3.34, p < .001, 
with a large effect size (.56). The median score on the ACQ scale decreased from pre-
treatment (Md = 32) to post-treatment (Md = 23).  
Suitability 
 Mean participant scores (N = 18) on the BFI are presented in Table 3, and 
compared with (United States) female (n = 43,540) and male (n = 32,873) age-based 
norms taken from McConochie (2007; see also Benet-Martinez & John, 1998). To the 
researcher’s knowledge, there is no manual for the BFI and limited normative data are 
available (Oliver, 2009). As such, McConochie’s website provides normative estimates 
for the BFI, and was determined to be the closest possible approximation. As shown, 
there is similarity between mean participant scores and mean normative values. A more 
comprehensive breakdown of individual participant scores is provided in Appendix O.  
Table 3 
Participant Means and Standard Deviations on the Big Five Inventory (BFI) Compared 
with Normative Data, Converted to Z scores and Percentiles 
 
BFI Subscale Participants  Male Norms  Female Norms  % Range 
N = 18 M SD M SD M SD  
ES* 2.15 .83 2.88 .88 2.83 .89 10 – 20 
Openness  3.47 .79 3.90 .69 3.98 .65 20 – 30 
Extraversion 2.81 .91 3.13 .87 3.33 .88 35 – 45 
Conscientiousness 3.84 .51 3.64 .72 3.45 .75 60 – 70 
Agreeableness 3.98 .59 3.63 .75 3.82 .67 55 – 70 
Note. % Range = percentile range; *ES = emotional stability, representing an inversion of 
the domain of neuroticism. The same formula has been applied to participant scores on 
the neuroticism subscale shown in this table. 
THE ROLE OF THE THERAPEUTIC ALLIANCE IN ICBT 84 
 
For variables that satisfied assumptions testing, the relationships between 
individual participant factors (perceived self-efficacy, as measured by the GSES; and 
personality traits, as measured by the mean BFI neuroticism, openness, agreeableness, 
conscientiousness, and extraversion subscales) and treatment outcome (as measured post-
treatment by the DASS stress subscale, ASI-3, and PDSS) were examined using Pearson 
product-moment correlation coefficient (N = 18). Results are presented in Table 4. 
Table 4 
Pearson Product Moment Correlations Between Individual Participant Factors and 
Treatment Outcome  
 
Measure/Subscale 1 2 3 4 5 6 7 8 9 
1 BFI (agree) _ –.15 –.44 –.64** .49** .33 –.23 –.35 –.14 
2 BFI (cons)  _ .28 .08 –.27 .03 –.07 –.26 –.30 
3 BFI (open)   _ –.07 .18 .12 –.17 –.36 –.16 
4 BFI (neuro)    _ –.35 –.69** .28 .52* .29 
5 BFI (extra)     _ .20 –.39 –.37 .07 
6 GSES      _ –.22 –.11 –.14 
7 PDSS       _ .39 .28 
8 DASS (stress)        _ .53* 
9 ASI-3         _ 
Note. N = 18; all outcome measures represent post-treatment data; *correlation is 
significant at the .05 level (two-tailed); **correlation is significant at the .01 level (two-
tailed); BFI (agree), agreeableness subscale on the big five inventory; BFI (cons), 
conscientiousness subscale on the big five inventory; BFI (open), openness subscale on 
the big five inventory; BFI (neuro), neuroticism subscale on the big five inventory; BFI 
(extra), extraversion subscale on the big five inventory; GSES, general self-efficacy scale 
(pre-treatment); PDSS, panic disorder severity scale; DASS (stress), stress subscale on 
the depression, anxiety and stress scale; ASI-3, anxiety sensitivity index. 
 
Few significant associations were found between individual participant factors 
and any of the included treatment outcome measures (see Table 4). However, higher 
levels of neuroticism were associated with higher levels of post-treatment stress r = .52, p 
< .05. For variables that did not satisfy assumptions testing (esp. for normality and 
linearity), Spearman Rank Order Correlation results are presented in Table 5. A medium 
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negative correlation was found between participant agreeableness and post-treatment 
anxiety levels (as measured by the DASS anxiety subscale), rs = –.49, p < .05, with higher 
levels of agreeableness associated with lower levels of post-treatment anxiety.  
Though not the focus of the present study, a strong negative correlation was found 
between participant neuroticism and self-efficacy, rs = –.72, p < .01, with higher levels of 
neuroticism associated with lower levels of self-efficacy; while a medium positive 
correlation was found between participant agreeableness and self-efficacy, rs = .49, p < 
.05 (see Table 5). No significant correlations were found between participant self-efficacy 
(as measured by the GSES), conscientiousness, openness, neuroticism or extraversion (as 
measured by the BFI), and any of the included treatment outcome measures.  
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Table 5 
Spearman Rank Order Correlations Between Individual Participant Factors and Treatment Outcome  
 
Measure/subscale 1 2 3 4 5 6 7 8 9 10 11 12 13 
1. BFI (agree) _ .03 .01 –.63** .41 .49* .01 –.20 –.49* .31 .25 –.35 .12 
2. BFI (cons)  _ .21 .14 –.26 .01 –.10 .19 –.18 –.36 –.03 –.22 –.21 
3. BFI (open)   _ –.05 .21 –.01 .13 –.17 –.42 –.13 .02 .07 .17 
4. BFI (neuro)    _ –.29 –.72** .29 .35 .40 –.23 –.04 .25 –.04 
5. BFI (extra)     _ .35 .19 –.45 –.38 .37 .37 –.46 –.04 
6. GSES       _ –.09 .02 –.34 .05 .02 –.29 –.23 
7. ACQ       _ –.02 .54* .48* .57* .27 .42 
8. DASS (dep)        _ .18 –.06 .05 .38 .03 
9. DASS (anx)         _ .23 .19 .47* .26 
10. MIA (accomp)          _ .85** .25 .61** 
11. MIA (alone)           _ .04 .41 
12. MIA (7 days)            _ .73** 
13. MIA (3 wks)             _ 
Note. N = 18; all outcome measures represent post-treatment data; *correlation is significant at the .05 level (two-tailed); **correlation 
is significant at the .01 level (two-tailed); BFI (agree), agreeableness subscale on the big five inventory; BFI (cons), conscientiousness 
subscale on the big five inventory; BFI (open), openness subscale on the big five inventory; BFI (neuro), neuroticism subscale on the 
big five inventory; BFI (extra), extraversion subscale on the big five inventory; GSES, general self-efficacy scale (pre-treatment); 
ACQ, agoraphobic cognitions questionnaire; DASS (dep), depression subscale on the depression, anxiety and stress scale; DASS 
(anx), anxiety subscale on the depression, anxiety and stress scale; MIA (accomp), accompanied subscale on the mobility inventory 
for agoraphobia; MIA (alone), alone subscale on the mobility inventory for agoraphobia; MIA (7 days), subscale on the mobility 
inventory for agoraphobia for the number of panic attacks experienced within a 7 day period; MIA (3 wks), subscale on the mobility 
inventory for agoraphobia for the number of panic attacks experienced within a 3 week period.
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Treatment Credibility 
Pearson product-moment correlation coefficients were used to check for 
significant associations between perceived treatment credibility and treatment outcome 
variables that met assumptions testing (ASI-3, PDSS, DASS stress subscale; N = 18). No 
significant correlations were found between perceived treatment credibility (as measured 
by the TCS) and post-treatment anxiety sensitivity (as measured by the ASI-3), r = .05, p 
> .05, post-treatment panic disorder severity (as measured by the PDSS), r = .28, p > .05, 
or post-treatment participant stress levels (as measured by the DASS stress subscale), r = 
.15, p > .05. 
Pearson product-moment correlation coefficients were used to check for 
significant associations between perceived treatment credibility and participant 
personality traits (as measured by the BFI subscales for neuroticism, extraversion, 
agreeableness, conscientiousness, and openness).  No significant correlations were found 
between perceived treatment credibility and neuroticism (r = .38), agreeableness  
(r = –.37), conscientiousness, (r = –.01), extraversion, (r = –.36), or openness, (r = .13). 
Spearman Rank Order Correlation Coefficients were used to check for significant 
associations between perceived treatment credibility (as measured by the TCS), treatment 
outcome variables that did not meet assumptions testing, and the therapeutic alliance (as 
measured by the WAI; N = 18). Results are presented in Table 6. No significant 
correlations were found. 
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Table 6 
Spearman Rank Order Correlation Coefficients Between Perceived Treatment Credibility and Treatment Outcome 
 
Measure/subscale 1 2 3 4 5 6 7 8 9 10 11 12 
1. TCS – –.19 –.22 –.24 –.19 .03 .16 –.09 .07 –.02 .45 .36 
2. WAI (total)  – .95** .93** .85** .06 –.24 –.16 –.26 –.22 –.33 –.36 
3. WAI (bonds)   – .88** .72** .02 –.09 –.10 –.31 –.30 –.29 –.32 
4. WAI (tasks)    – .69** .15 –.28 –.09 –.22 –.12 –.34 –.34 
5. WAI (goals)     – .20 –.27 –.32 –.24 –.22 –.22 –.35 
6. DASS (dep)      – .18 –.02 –.06 .05 .38 .03 
7. DASS (anx)       – .54* .23 .19 .47* .26 
8. ACQ         – .48* .57* .27 .42 
9. MIA (accomp)          – .85** .25 .61** 
10. MIA (alone)          – .04 .41 
11. MIA (7 days)            – .73** 
12. MIA (3 weeks)            – 
Note. N = 18; all outcome measures represent post-treatment data; *correlation is significant at the .05 level (two-tailed); 
**correlation is significant at the .01 level (two-tailed); TCS, treatment credibility scale; WAI (total), total score on the working 
alliance inventory; WAI (tasks), bonds subscale on the working alliance inventory; WAI (bonds), bonds subscale on the working 
alliance inventory; WAI (goals), bonds subscale on the working alliance inventory; MIA (accomp), accompanied subscale on the 
mobility inventory for agoraphobia; MIA (alone), alone subscale on the mobility inventory for agoraphobia; MIA (accomp), 
accompanied subscale on the mobility inventory for agoraphobia; DASS (dep), depression subscale on the depression, anxiety and 
stress scale; DASS (anx), anxiety subscale on the depression, anxiety and stress scale; ACQ, agoraphobic cognitions questionnaire
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The Therapeutic Alliance and Treatment Outcome 
Spearman Rank Order Correlation Coefficients were used to examine associations 
between total scores on the WAI (including tasks, goals and bonds subscales) and post-
treatment outcome measures. A significant negative association was found between the 
working alliance goals subscale and scores on the ASI-3 (rs = –.51). Results are presented 
in Table 7.  
Spearman Rank Order Correlation Coefficients were also used to check for 
associations between the working alliance (as measured by the working alliance 
inventory and its subscales: goals, tasks, and bonds) and individual participant factors (as 
measured by the BFI subscales and the GSES; N = 18). Results are presented in Table 8. 
No significant associations were found, indicating that individual participant personality 
traits and self-efficacy were not associated with scores on the WAI. 
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Table 7 
Spearman Rank Order Correlation Coefficients Between Working Alliance and Treatment Outcome  
 
Note. N = 18; all outcome measures represent post-treatment data; *correlation is significant at the .05 level (two-tailed); 
**correlation is significant at the .01 level (two-tailed); WAI (total), total score on the working alliance inventory; WAI (bonds), 
bonds subscale on the working alliance inventory; WAI (tasks), tasks subscale on the working alliance inventory; WAI (goals), goals 
subscale on the working alliance inventory; DASS (stress), stress subscale on the depression, anxiety and stress scale; DASS (anx), 
anxiety subscale on the depression, anxiety and stress scale. DASS (dep), depression subscale on the depression, anxiety and stress 
scale; ASI-3, anxiety sensitivity index; PDSS, panic disorder severity scale; ACQ, agoraphobic cognitions questionnaire; MIA (alone), 
alone subscale on the mobility inventory for agoraphobia; MIA (accomp), accompanied subscale on the mobility inventory for 
agoraphobia; MIA (7 days), subscale on the mobility inventory for agoraphobia for the number of panic attacks experienced within a 7 
day period; MIA (3 weeks), subscale on the mobility inventory for agoraphobia for the number of panic attacks experienced within a 3 
week period. 
 
Measure/subscale 1 2 3 4 5 6 7 8 9 10 11 12 13 14 
1. WAI (total) _ .95** .93** .85** –.24 –.24 .06 –.36 –.32 –.16 –.21 –.26 –.33 –.37 
3. WAI (tasks)   _ .69** –.09 –.28 .15 –.26 –.40 –.09 –.12 –.22 –.34 –.34 
4. WAI (goals)    _ –.34 –.27 .20 –.51* –.27 –.32 –.22 –.24 –.22 –.35 
5. DASS (stress)     _ .62** .56* .54* .35 .30 .11 .07 .37 .09 
6. DASS (anx)      _ .18 .73** .57* .54* .19 .23 .47* .26 
7. DASS (dep)       _ .01 .28 –.02 .05 –.06 .378 .03 
8. ASI-3         _ .32 .81** .41 .39 .26 .23 
9. PDSS          _ .38 .24 .29 .72** .71** 
10. ACQ           _ .57* .48* .27 .42 
11. MIA (alone)           _ .85** .04 .41 
12. MIA (accomp)            _ .25 .61** 
13. MIA (7 days)             _ .73** 
14. MIA (3 weeks)              _ 
THE ROLE OF THE THERAPEUTIC ALLIANCE IN ICBT 
 
 
91 
 
Table 8 
Spearman Rank Order Correlation Coefficients Between Working Alliance and Individual Participant Factors 
 
Measure/subscale 1 2 3 4 5 6 7 8 9 10 
1. WAI (total) _ .95** .93** .85** –.01 –.08 .16 .19 .23 –.03 
2. WAI (bonds)  _ .88** .72** –.02 –.15 .03 .18 .10 –.01 
3. WAI (tasks)   _ .69** .17 –.05 .22 .07 .25 .14 
4. WAI (goals)    _ –.17 –.01 .11 .23 .16 –.11 
5. BFI (agree)     _ .03 .01 –.63** .41 .49* 
6. BFI (cons)      _ .21 .14 –.26 .01 
7. BFI (open)       _ –.05 .21 –.01 
8. BFI (neuro)        _ –.29 –.72** 
9. BFI (extra)         _ .35 
10. GSES (pre)          _ 
Note. N = 18; *correlation is significant at the .05 level (two-tailed); **correlation is significant at the .01 level (two-tailed); WAI 
(total), total score on the working alliance inventory; WAI (tasks), bonds subscale on the working alliance inventory; WAI (bonds), 
bonds subscale on the working alliance inventory; WAI (goals), bonds subscale on the working alliance inventory; BFI (agree), 
agreeableness subscale on the big five inventory; BFI (cons), conscientiousness subscale on the big five inventory; BFI (open), 
openness subscale on the big five inventory; BFI (neuro), neuroticism subscale on the big five inventory; BFI (extra), extraversion 
subscale on the big five inventory; GSES (pre), general self-efficacy scale (pre-treatment).  
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CHAPTER 7: DISCUSSION 
 
Overview 
The chief purpose of this study was to investigate the role of the therapeutic 
alliance (TA) as it is experienced online. Specifically, the primary aim was to investigate 
whether the TA mediates the relationship between individual factors and therapeutic 
outcome. Ancillary research aims included confirming the effectiveness of Panic Online 
and identifying differential predictors of Internet-based treatment outcomes. Furthermore, 
this study was designed to test the perceived credibility of ICBT for panic disorder and to 
identify factors that predict client suitability to ICBT.   
Although a complete mediation analysis could not be conducted, results indicated 
that a functional TA was established and that this was significantly related to the 
reduction of panic symptom severity, thus providing partial support for the hypothesized 
role of the online TA in predicting Internet-based psychological treatment outcomes. 
Additionally, participants reported that Panic Online (PO) was a credible ICBT treatment 
and that this intervention was effective in treating panic disorder. Limited evidence was 
provided, however, for differential predictors of client suitability to ICBT for panic 
disorder.  
In this chapter, the findings of the present study are discussed. First, the results of 
the present study are evaluated and compared with relevant previous empirical findings. 
Second, the theoretical and clinical implications of results are presented. Finally, 
limitations and recommendations for future research are provided. 
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The Effectiveness of Panic Online 
Prior research has established the effectiveness of PO (Kiropoulos et al., 2008; 
Klein et al., 2006; Pier et al., 2008; Richards & Alvarenga, 2002; Shandley et al., 2008) 
and therefore, this was not a primary aim of the present study. However, results provided 
empirical support for the effectiveness of PO in treating panic disorder (PD), in the 
absence of a control group. When pre-treatment (Time 1) scores were compared with 
post-treatment (Time 2) scores, scales dealing with panic symptoms (and related levels of 
psychological distress) revealed statistically significant reductions in panic symptom 
severity with medium to large effect sizes (eta squared values ranging from .49 to .75). 
Importantly, symptom reduction was observed across all measures of PD, suggesting that 
PO was effective in targeting multiple domains of PD: frequency and intensity of panic 
attacks, avoidance of situations that might trigger panic attacks, the degree to which panic 
attacks may disrupt a person’s working life, home life, and social functioning, fear of 
sensations associated with anxiety, stress and anxiety levels, and agoraphobic cognitions. 
Results are consistent with the findings of previous studies investigating the 
effectiveness of ICBT in treating PD (Bouchard et al., 2000; Carlbring et al., 2005; 
Kiropoulos et al., 2008; Klein & Richards, 2001; Klein et al., 2006; Newman et al., 
2011). In treating clients diagnosed with PD with agoraphobia, for instance, Bouchard et 
al. (2000) reported “clinically and statistically significant” decreases in panic symptoms 
over 12 sessions of CBT administered by videoconference to a clinical sample of eight 
adults (three men and five women), with improvement observed across multiple domains 
of PD (frequency and severity of panic attacks, fear of panic symptoms; p. 999). 
Likewise, Carlbring et al. (2005) reported that a 10-module self-administered online 
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treatment (with e-mail support from a registered psychologist) was as effective as 
traditional face-to-face cognitive behaviour therapy, with comparable effect sizes for both 
the Internet (Cohen’s d = .80) and face-to-face (Cohen’s d = .93) groups at one year 
following treatment.  
Also examining the treatment effectiveness of Internet-based psychological 
therapy for PD, Klein et al. (2006) reported that people who were treated using PO (with 
e-mail support from postgraduate psychology students; n = 55) experienced greater 
reductions in agoraphobic tendencies, better overall health, and required fewer visits to 
general medical practitioners than a control group treated using a self-administered CBT 
manual. More recently, Pier et al. (2008) reported that PO was equally effective in 
treating panic symptoms whether provided with face-to-face support from a general 
medical practitioner (GP; n = 34) or by e-mail support from a psychologist (n = 31). 
Similarly, Shandley et al. (2008) reported that PO produced robust symptom 
improvement for people with a primary diagnosis of PD who were either treated by 
clinical psychologist (n = 43) or a GP trained to administer CBT-based psychological 
strategies (n = 53). Although the present study did not include an alternate treatment or 
control group to serve as a basis of comparison, a considerable number of previous 
studies comparing the treatment effectiveness of Internet based psychological therapy 
with face-to-face treatment interventions have consistently found these treatment 
modalities to be about equally effective (Bouchard et al., 2000; Carlbring et al., 2006; 
Carlbring et al., 2005; Kiropoulos et al., 2008; Klein et al., 2006).  
Building upon a substantial number of empirical investigations that provide 
convincing evidence of the effectiveness of psychological therapy online (Andersson, 
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2009; Andersson et al., 2005; Andersson et al., 2008; Carlbring & Andersson, 2006; 
Carlbring et al., 2005; Carlbring et al., 2001; Cook & Doyle, 2002; King et al., 2009; 
Kiropoulos et al., 2008; Klein et al., 2009a; Klein et al., 2009b; Klein & Richards, 2001; 
Klein et al., 2006; Knaevelsrud & Maercker, 2007), the results of the present study 
contradict some of the drawbacks of Internet-based psychological treatment interventions 
mentioned in the literature (Andersson & Cuijpers, 2008; Cuijpers et al., 2008; Mora et 
al., 2008; Ritterband et al., 2003). Evidently, in spite of the absence of nonverbal cues 
(tone of voice, verbal pitch, body language, facial expression etc.) and asynchronicity of 
communication between client and therapist (via e-mail), psychological therapy 
administered online nonetheless reliably produces favourable treatment outcomes, 
particularly in treating anxiety and mood disorders (Amstadter et al., 2009; Carlbring & 
Andersson, 2006; Cook & Doyle, 2002; Cuijpers et al., 2008; Kiropoulos et al., 2008; 
Smith & Senior, 2001; Spek et al., 2007a). In a meta-analytic study of the efficacy of 
online psychological therapy for mood and anxiety disorders, for example, Spek et al. 
(2007a) reported large effect sizes (Cohen’s d = 1.00) for therapist-assisted treatment 
groups. However, while psychological therapy online is demonstrably effective, for 
whom it is most effective is yet to be adequately determined. 
Differential Predictors of Client Suitability to ICBT 
In this section, three hypotheses are examined: first, that individuals with lower 
levels of neuroticism will have better ICBT treatment outcomes; second, that individuals 
with high self-efficacy will have better ICBT treatment outcomes; and third, that there 
will be a positive correlation between perceived treatment credibility and ICBT treatment 
outcome. It is noteworthy, however, that insufficient sample size placed severe 
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restrictions on the degree to which data taken from the present study could be used to 
make valid inferential statistical comparisons between participants, particularly with 
regard to demographics, since not all participants who completed PO also completed the 
post-treatment test battery (note: the treatment attrition rate was 10.71%; whereas the 
attrition rate for the post-treatment test battery was 35.71%). Though demographic factors 
(e.g., socioeconomic status, relationship status) might mitigate PD symptom severity and 
subsequently predict ICBT treatment outcome, sample size limitations specific to the 
present study made this unfeasible to test. Using larger sample sizes, future research 
should perhaps investigate demographic factors as potential predictors of treatment 
outcome for clients receiving psychological therapy online. 
According to Andersson (2009), it is too early in the ICBT research tradition to 
draw reliable conclusions regarding predictors and mediators of online psychotherapeutic 
treatment outcome. However, though few consistent or reliable predictors of suitability to 
ICBT have as yet been identified, preliminary evidence provides a basis of comparison 
with present research findings. In particular, two predictors that have previously been 
explored include personality factors (Andersson et al., 2008; Spek et al., 2008) and 
whether ICBT is perceived as a credible treatment medium (Carlbring et al., 2005). 
Personality Traits and Self-Efficacy 
The hypothesis that lower levels of neuroticism would be associated with better 
ICBT treatment outcome was partly supported. That is, higher levels of neuroticism (as 
measured by scores on the BFI) were associated with higher levels of post-treatment 
stress (as measured by scores on the DASS stress subscale). However, for the sample as a 
whole, statistically significant improvements (with moderate to large effect sizes) were 
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otherwise observed across multiple domains of panic symptomatology. It is notable that 
participants exhibited above average baseline levels of neuroticism (i.e., emotional 
stability values were relatively low: < 20th percentile) when compared with normative 
data (note: results also indicated below average levels of openness, below average levels 
of extraversion, above average levels of conscientiousness, and above average levels of 
agreeableness), which may have influenced this finding. In this context, present findings 
are relatively inconsistent with the findings of Spek et al. (2008), who reported that lower 
levels of neuroticism were associated with better ICBT treatment outcomes for people 
diagnosed with “sub-threshold depression” (N = 130; p. 137), and with the findings of 
Wolitzky-Taylor et al. (2012), who reported that people diagnosed with an anxiety 
disorder (38.7% affected by panic disorder) who exhibited elevated baseline neuroticism 
levels were less likely to achieve a positive treatment outcome regardless of whether they 
were treated using face-to-face CBT (n = 49) or acceptance and commitment therapy (n = 
38). 
Participants exhibited higher baseline levels of agreeableness when compared 
with normative data. Curiously, however, the positive association between higher levels 
of agreeableness (as measured by scores on the BFI) and lower levels of post-treatment 
anxiety (as measured by scores of the DASS anxiety subscale; rs = –.49, p < .05) is 
relatively inconsistent with previous empirical research findings examining (five-factor 
model) personality traits as predictors of evidence-based treatment outcome. Bagby et al. 
(2008) reported that individuals with lower baseline levels of agreeableness were more 
likely to experience reduced post-treatment depression severity in response to 
pharmacotherapy (n = 37) than CBT (n = 69). However, using the NEO Personality 
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Inventory-Revised to investigate personality traits as predictors of treatment outcome for 
(N = 18) individuals diagnosed with agoraphobia (and treated using a CBT-based 
computerized simulation program involving exposure therapy), Harcourt et al. (1998) 
reported that lower levels of baseline agreeableness were significantly associated with 
positive treatment outcome.  
As noted by Bagby et al. (2008), the dimension of agreeableness is associated 
with interpersonal facets of personality such as trust (see also Costa & McCrae, 1992; 
Pervin et al., 2005), an important component of the TA (Bordin, 1979; Cooley & Lajoy, 
1980; Dunkle & Friedlander, 1996; Horvath & Symonds, 1991). Yet though it seems 
logical to theorise that higher levels of agreeableness may be more conducive to the 
formation of a functional online TA, no significant association was found between any 
personality dimension (as measured by scores on the BFI) and scores on the WAI. 
Alternatively, it may be that agreeable participants experienced better treatment outcomes 
because they were more likely to trust and comply with the ICBT treatment protocol. 
Despite the expectation that higher levels of participant self-efficacy would be 
associated with positive treatment outcome, the results of this study did not support this 
hypothesis. No statistically significant associations were found between participant self-
efficacy (as measured by scores on the GSES) and any included measure of treatment 
outcome. Interestingly, however, higher levels of participant neuroticism were associated 
with lower levels of self-efficacy (rs = –.72, p < .01), while higher levels of participant 
agreeableness were associated with higher levels of self-efficacy (rs = –.72, p < .05). 
Thus, while the construct of self-efficacy itself did not directly influence treatment 
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outcome in this particular case, it was nevertheless correlated with personality factors that 
did make a statistically significant contribution to ICBT treatment outcome.   
Treatment Credibility 
The hypothesis that there would be a positive correlation between perceived 
treatment credibility and treatment outcome was not supported. Results revealed no 
statistically significant correlations between perceived treatment credibility and any 
measure of treatment outcome (note: neither was there a statistically significant 
association between perceived treatment credibility and the TA, though this is dealt with 
in more detail in forthcoming sections). Furthermore, there were no significant 
correlations found between perceived treatment credibility and scores on the BFI 
(neuroticism, openness, agreeableness, conscientiousness, extraversion) subscales, 
suggesting that, for the present sample of participants, no particular personality type was 
more likely to be associated with a favourable perception of the credibility of Internet-
based psychological therapy for PD.  
Looking to past research findings, there appears to be little difference between the 
perceived credibility ratings for Internet-based versus face-to-face CBT. Using PO to 
treat 86 individuals diagnosed with PD (with or without agoraphobia), Kiropolous et al. 
(2007), for example, reported similar ratings of perceived treatment credibility (and 
treatment satisfaction) across face-to-face CBT and ICBT conditions, with participants in 
both treatment groups demonstrating statistically significant improvement following 
treatment. Similarly, Klein et al. (2006) reported no significant between-groups 
differences in the perception of the treatment credibility of different modes of ICBT (e.g., 
CBT with e-mail support, CBT with telephone contact) for participants affected by PD. 
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Neither of these two studies, however, specifically examined whether perceived treatment 
credibility predicted ICBT treatment outcome, and the results of the present study conflict 
with the findings of some previous studies dealing with this potential predictive 
association.  
The results of this study suggest there is perhaps no meaningful predictive 
association between the degree to which individuals perceive ICBT for panic disorder to 
be a credible treatment intervention and subsequent treatment outcome. However, the 
Treatment Credibility Scale (TCS) mean rating for the present study was 41.39 (SD = 
6.04), and this is higher than the TCS mean rating of 36.9 (SD = 11.5) reported by 
Carlbring et al. (2006), who (testing the effectiveness of ICBT for PD) found a positive 
correlation between scores on a modified version of the TCS and treatment outcome (as 
measured by scores on the Agoraphobic Cognitions Questionnaire and Mobility 
Inventory for Agoraphobia; both r > .32, p < .05). Likewise, Carlbring et al. (2005) 
reported a TCS mean rating of 33.4 (SD = 7.3) for an ICBT treatment program for 
individuals diagnosed with PD, and observed a statistically significant correlation 
between TCS ratings and treatment outcome (as measured by residualized change scores 
on the Body Sensations Questionnaire; r > .46, p < .05).  
Despite some evidence indicating that treatment credibility is a reliable predictor 
of treatment outcome, past research findings in this area are relatively inconsistent 
(Andersson et al., 2008, Andersson, 2009). Notably, using the TCS to investigate 
predictors of treatment outcome for people receiving either face-to-face CBT (n = 24) or 
therapist-assisted ICBT (n = 25), Andersson et al. (2008) reported that perceived 
treatment credibility was not predictive of treatment outcome for those in the ICBT 
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group. This inconsistency may be attributable to varying design constraints, such as 
differences in sample size, however this remains unclear and warrants further 
investigation. In light of this research, it appears that the therapeutic alliance may provide 
a more reliable predictor of ICBT treatment outcome (Andersson, 2009; Andersson et al., 
2012).  
The Therapeutic Alliance Online 
According to meta-analytic findings dealing with the effectiveness of 
psychotherapy when it is experienced face-to-face, the TA is often highlighted and 
widely accepted as the common factor that accounts for much of the variance in 
successful treatment outcome (Cook & Doyle, 2002; Dunkle & Friedlander, 1996; 
Greenson, 1967; Horvath & Luborsky, 1993; Kazdin, 2007; Lambert & Barley, 2001; 
Luborsky et al., 2002; Martin et al., 2000; Rounsaville & Carroll, 2002). In this section, 
two hypotheses are examined: first, that a functional TA can be established online; and 
second, that an online TA mediates the relationship between individual factors and 
treatment outcome. Special consideration is given to the implications of these findings for 
traditional views of psychotherapy, notably the relevance of visual cues to competent 
psychotherapeutic practice, the role of the TA in effective psychological health care, and 
the importance of the TA to treatment outcome.  
Establishing a Therapeutic Alliance Online 
Results indicate that a stable TA can be established during ICBT treatment for 
PD. Scores on each of the three subscales for the WAI (goals, tasks and bonds) were 
relatively high and accordingly the total score for the WAI, indicating a functional 
therapeutic alliance was established between the treating therapist and most participants 
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The adjusted mean aggregate score on the client version of the WAI-S was 5.34 (SD = 
.95; note: the maximum mean score is 7 and higher scores indicate a stronger TA; 
Hanson et al., 2002; Horvath & Greenberg, 1989), with similar adjusted mean scores for 
each of the three subscales: goals (M = 5.33, SD = 1.04), tasks (M = 5.39, SD = 1.14), 
and bonds (M = 5.29, SD = .89). This is generally consistent with the findings of previous 
studies dealing with the nature and quality of the therapeutic alliance as it is experienced 
online (Cook & Doyle, 2002; Knaevelsrud & Maercker, 2007; Preschl et al., 2011). 
Several past studies have demonstrated that a TA can be established and 
maintained over the Internet. For example, using the WAI-S to test the strength and 
integrity of the online TA across 10 sessions of ICBT for 96 individuals affected by post-
traumatic stress disorder (PTSD), Knaevelsrud and Maercker (2007) reported that a 
strong online TA was developed and maintained (post-treatment client version mean = 
6.3, SD = .54), that it improved over time, and that individuals who experienced a more 
positive online TA (at the post-treatment stage) were more likely to report greater 
symptom reduction. Similarly, using an eight-week therapist-assisted manualized online 
cognitive-behavioural treatment for clinical depression, Preschl et al. (2011) reported 
relatively high composite scores for all subscales of the client version of the WAI-S 
across mid (M = 5.82, SD = .78) and post (M = 6.10, SD = .77) treatment stages. 
Furthermore, Hanley and Reynolds (2009) reported meta-analytic findings from the 
results of five studies (including a sum total of 161 participants) related to therapist –
assisted (by e-mail or chat) Internet-based counseling, each of which indicated that a 
functional TA can be established and maintained online.  
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Interestingly, a TA was established during the present study despite the fact that 
clinical communications were conducted entirely by e-mail. High scores on the WAI 
indicated that participants typically felt that the online relationship they shared with their 
therapist was constructive, and yet there was no face-to-face and/or real time contact 
between any of the participants and their therapist. This is consistent with the findings of 
Hanley (2009), who reported medium to high quality TA for the majority of individuals 
receiving online counseling support, and Cook and Doyle (2002), who reported no 
significant differences between WAI scores for different modes of online communication 
(i.e., either by e-mail or chat for support in either dealing with interpersonal issues or 
mood disorders), and higher WAI subscale scores for online rather than face-to-face 
treatment groups. Similarly, using PO as a treatment intervention and the Therapeutic 
Alliance Questionnaire (TAQ) as a measure of TA satisfaction, Kiropoulos et al. (2008) 
reported no significant differences in treatment satisfaction or TAQ scores between 
participants in online and face-to-face treatment conditions. Furthermore, Preschl et al. 
(2011) reported no significant differences in therapist or participant WAI scores for 
online (n = 25) and face-to-face (n = 28) conditions. Alternatively, King et al. (2009) 
observed a stronger TA for telephone counseling as opposed to online (text-based) 
counselling, suggesting that telephone counselling is able to facilitate improved 
“communication efficiency” (p. 175).  
Despite such promising results, speculation persists in relation to the relevance of 
the TA to providing effective Internet-based psychological treatment. Although a strong 
TA can be established online, it is not yet clear as to whether the individual therapist is 
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important (Andersson, 2009). Moreover, it remains unclear as to whether the TA plays a 
mediating role in the online treatment of psychological disorders. 
The Mediating Role of the Therapeutic Alliance Online 
According to Baron and Kenny (1986), mediation involves “a three variable 
system such that there are two causal paths feeding into the outcome [dependent] 
variable” (p. 1176). To satisfy mediation, a statistically significant relationship must exist 
between the independent variable (IV) and the outcome variable (Path c); the mediator 
and the outcome variable (Path b); and the independent variable and the mediator (Path 
a). Mediation is subsequently established when “the mediator still predicts the [outcome 
variable] after controlling for the IV, and the relationship between the IV and the 
[outcome variable] is reduced when the mediator is in the equation” (Tabachnick & 
Fidell, 2007, p. 160). 
Figure 2 delineates the mediation relationship described by Baron and Kenny 
(1986; see also Tabachnick and Fidell, 2007) as it relates to the present study. Relevant 
measures are grouped according to their place in the mediation. In this case, the 
independent variable (X) is individual participant characteristics (as measured by the 
GSES, TCI, and BFI); the dependent variable (Y) is treatment outcome (as measured by 
post-treatment scores on the ACQ, ASI-3, MIA, DASS, and PDSS); and the mediator 
variable (M) is the TA (as measured by scores on the WAI; see Figure 2). 
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Figure 2. Hypothesised mediation analysis model for variables used in the present study 
and their corresponding measures 
For the present study, insufficient sample size and subsequent inadequate 
statistical power prevented a comprehensive mediation analysis from being conducted. 
Furthermore, no significant correlations were found between individual participant 
factors (self-efficacy, personality traits, perceived treatment credibility) and the TA (see 
Figure 2, Path a). However, a significant negative association was found between the TA 
(as measured by scores on the WAI goals subscale) and treatment outcome (as measured 
by the ASI-3; see Figure 2, Path b), and significant associations were found between 
individual participant factors (as measured by agreeableness and neuroticism subscale 
scores on the BFI) and treatment outcome (as measured by the DASS anxiety and stress 
subscales, respectively), with higher levels of participant neuroticism associated with 
higher levels of post-treatment stress, and higher levels of participant agreeableness 
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associated with lower levels of post-treatment anxiety (see Figure 2, Path c), thus 
providing partial support for a mediation model. 
The association between the online TA and ASI-3 is consistent with past research 
findings. Knaevelsrud and Maercker (2007), for instance, reported a significant negative 
association (r = –.50, p < .05) between scores on the WAI and a (post-treatment) measure 
of depression and anxiety (Brief Symptom Inventory; BSI). Further evidence of 
association between the online TA and treatment outcome is provided by Horvath and 
Symonds (1991), whose meta-analytic findings (of the results of 24 studies, none of 
which examined whether WAI scores predicted residual post-treatment scores on the 
ASI-3) indicate a “moderate but reliable association between” the TA and positive 
treatment outcome (p. 139). Similarly, present findings reflect those reported by Wagner 
et al. (2012), who observed a predictive association between WAI scores and post-
treatment reductions in PTSD symptom severity. Likewise, the results of this study are 
consistent with the findings of White et al. (2012), who reported that the online TA was 
significantly correlated with significant post-treatment reductions in idiopathic arthritic 
pain treated with ICBT. 
In the context of the therapeutic alliance as it is experienced online, perhaps the 
most important finding of the present study is the significant negative correlation between 
the WAI goals subscale scores and residualized change scores on the ASI-3. A measure 
of anxiety sensitivity, the ASI-3 assesses a key component of panic symptoms because it 
deals with fear of fear, arguably the primary catalyst of panic symptoms (Clark, 1986; 
Hirschfeld, 1996). The goals subscale of the WAI deals with the identified aims of 
therapy, as determined by the client’s presentation, self-efficacy, and reasons for 
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engaging in the therapeutic process (Hatcher & Gillaspy, 2006; Horvath & Greenberg, 
1989; Lambert & Barley, 2001; Tracey & Kokotovic, 1989). Thus, any significant 
association between an increase in the goals subscale score for the WAI and a decrease in 
anxiety sensitivity is promising, since it indicates that the TA is meaningfully related to 
the therapeutic efficacy of ICBT for PD. That is, these results suggest that people who are 
engaged in ICBT are more likely to achieve the goal of reducing their fear of panic 
symptoms if they feel adequately supported to do so through the online TA. 
The significant negative correlation between the WAI goals subscale scores and 
the ASI-3 is consistent with the findings of Cook and Doyle (2002). Investigating the 
viability of an online TA, they reported that composite and goals subscale WAI scores 
were significantly higher for participants who received generalised online counselling 
support (by e-mail or chat) than for those who had received regular face-to-face 
treatment. When considered in the context of the results of the present study, it appears 
that the goals component of the TA contributes substantially to positive treatment 
outcome when experienced online. According to Cook and Doyle (2002), this may be due 
to the fact that Internet-based psychotherapy is helpful to people achieving their 
identified therapeutic goals because clients are required to keep track of their therapeutic 
progress by keeping clear “written records” rather than relying on “verbal agreement” (p. 
102). 
Conversely, results are relatively inconsistent with the findings of Andersson et al. 
(2012), who reported no significant correlations between WAI scores and treatment 
outcome measures (not including the ASI-3) for people receiving ICBT for depression (n 
= 49), social anxiety disorder (n = 90), or generalized anxiety disorder (n = 35). Although 
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a functional TA was established online for each treatment group, it made little difference 
to ICBT treatment outcome. Interestingly, however, the WAI goals subscale scores for 
people diagnosed with depression were higher for an e-mail therapy treatment group than 
a guided self-help treatment group. Though the authors attributed this difference to the 
substantially increased amount of time therapists spent with clients who received ICBT 
by e-mail, when compared with present findings (see also Cook and Doyle, 2002) it 
perhaps indicates that ICBT is more conducive to therapeutic efficacy. 
Individual Participant Factors and the Therapeutic Alliance Online 
Results indicated no statistically significant associations between individual 
participant factors and the TA as it is experienced online. That is, neither participant 
personality traits (neuroticism, agreeableness, extraversion, openness, conscientiousness), 
perceptions of treatment credibility, or self-efficacy appeared to have any clinically 
meaningful relevance to the online TA. Moreover, to the researcher’s knowledge, no 
other study has specifically examined the correlation between individual participant 
factors, including personality factors, and the TA as it is experienced online.  
In assessing the role of the online TA in treatment outcome, it is important to 
consider the impact of extra-therapeutic individual participant factors (i.e., the external 
familial, occupational, social, and cultural support systems the client brings to the 
therapeutic process), highlighted by Lambert and Barley (2001) as contributing more to 
client outcome than any other factor, including the TA itself. Though external support 
systems were not directly measured in the present study, reliable extra-therapeutic 
support systems were in place for most participants. That is, all of the participants in the 
present study were computer literate, most were employed, and most were living with 
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family members. The availability of these support systems suggests that participants were 
less dependent on their therapist for personal validation, emotional connectedness, or 
encouragement in progressing through the PO modules. However, it remains unclear as to 
whether these external support systems were related to the TA or to treatment outcome. 
Given the absence of any significant association between individual participant factors 
and the TA, future research on the potential relevance of external support factors to the 
formation of an online TA and subsequent ICBT treatment outcome would be beneficial. 
Summary of Findings 
Results of the present study supported the findings of previous empirical 
investigations dealing with the effectiveness of ICBT as a treatment medium (Bouchard 
et al., 2000; Carlbring et al., 2005; Kiropoulos et al., 2008; Klein & Richards, 2001; 
Klein et al., 2006). Statistically significant reductions in panic symptom severity were 
found across multiple measures of treatment outcome, and PO appeared to be effective in 
spite of the absence of nonverbal cues and asynchronicity of client-therapist 
communication. Limited support was found for predictors of client suitability to ICBT. 
Neither self-efficacy levels nor perceived treatment credibility were associated with 
better treatment outcomes. However, higher baseline levels of participant agreeableness 
were associated with reduced post-treatment anxiety, and though higher levels of 
neuroticism were correlated with higher levels of post-treatment stress (and despite 
exhibiting above average levels of neuroticism when compared with normative data), 
most participants reported significant reductions in panic symptom severity.  
Results indicated that a functional TA was established online. However, while 
statistically significant associations were found between the TA and post-treatment 
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anxiety sensitivity, and between individual participant factors and treatment outcome, no 
association was found between individual participant characteristics and the TA. As such, 
only partial support was found for the potential mediating role of the TA as it is 
experienced online. 
Theoretical and Clinical Implications 
The results of the present study have important theoretical and clinical 
implications for the future of psychological health care. First, though higher levels of 
agreeableness appeared to significantly impact on ICBT treatment outcome, the results of 
the present study did not indicate that perceived treatment credibility or client self-
efficacy meaningfully influences the success of Internet-based psychological treatment. 
That is, in spite of the statistically significant association between the personality 
dimension of agreeableness and positive treatment outcome, it appears that ICBT may be 
effective regardless of other client personality dimensions (neuroticism, 
conscientiousness, extraversion, openness), client self-efficacy levels, or the degree to 
which clients perceive ICBT to be a credible treatment medium. 
Second, the results of this study have important implications for the role of the TA 
in ICBT. Present findings indicate that, in delivering Internet-based psychological 
therapy, the TA is significantly associated with reductions in anxiety sensitivity. This is 
promising in terms of the clinical utility of the Internet-based treatment of PD (and 
possibly other anxiety disorders), since individuals who are diagnosed with PD typically 
demonstrate abnormally high anxiety sensitivity. In fact, anxiety sensitivity is considered 
a catalytic component of panic symptoms and is closely conceptually linked to the 
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cognitive model of PD proposed by Clark (Clark, 1986; Clark & Wells, 1995; Rapee et 
al., 1986; Taylor et al., 2007).  
In outlining a cognitive model for panic attacks, Clark (1986) proposes that PD is 
caused by the catastrophic misinterpretation of normal bodily sensations, whereby 
ordinary sensations are taken as a sign that something is desperately wrong, producing a 
chain reaction that leads to the activation of the fight-or-flight response. For example, 
someone who has high anxiety sensitivity might interpret heart palpitations as evidence 
of an impending heart attack, leading to a positive psychophysiological feedback loop in 
which the catastrophic misinterpretation of innocuous heart palpitations produces 
increasing levels of anxiety, which in turn strengthen heart palpitations that are 
interpreted by the limbic brain as a cue to fight or flight, producing a vicious cycle that 
culminates in a panic attack.  
In the context of the cognitive model of panic attacks, the results of this study 
imply that the online TA may influence the degree to which clients are capable of 
managing their catastrophic cognitions in response to normal levels of anxiety. It would 
appear that individuals who engage in psychological therapy online generally respond 
positively to and value the direct involvement of a therapist, regardless of the 
effectiveness of a given ICBT treatment program (Cavanagh, 2010). That is, PO is an 
established and effective treatment intervention and yet present results indicate that the 
online TA also significantly influenced post-treatment reductions in anxiety sensitivity, a 
phenomenon recognised as important to the maintenance of panic symptom severity 
(Clark, 1986; Clark & Wells, 1995; Rapee et al., 1986; Taylor et al., 2007).  
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In cases where online treatment interventions are less effective, it is plausible that 
the TA may play a more substantial role in reducing anxiety sensitivity or otherwise 
ameliorating related psychopathological symptoms, though present findings are 
inconclusive in relation to this notion. Whilst causality cannot be assumed, based on 
present data the involvement of a therapist with whom the client perceives a functional 
goals-based online TA seems to impact considerably on their levels of anxiety sensitivity 
following treatment. However, when considered in the context of the overall treatment 
effectiveness of PO, it appears that the TA is less vital to the outcome of Internet-based 
psychological treatment than it is often purported to be to the outcome of face-to-face 
treatment (Lambert and Barley, 2001; see also Andersson et al., 2012; Preschl et al., 
2011). The reasons for this apparent difference remain unclear, however it may be that 
individuals who engage in ICBT tend to rely more heavily on extra-therapeutic supports 
(e.g., familial, occupational, social, and cultural support systems) than those who engage 
in face-to-face CBT. 
In spite of the promising implications for the potential role of the TA in reducing 
anxiety sensitivity, the results of the present study indicate that, in administering 
psychological therapy online, for some people a positive treatment outcome may be 
achieved in the absence of the TA. Statistically significant improvements and (medium to 
large) effect sizes were observed (for the MIA, DASS, PDSS, and ASI-3) despite the fact 
that there were no other statistically significant associations between the online TA and 
treatment outcome. That is, despite the apparent association between the goals-based 
online TA and post-treatment reduction in anxiety sensitivity, no statistically significant 
correlations were found between scores on the WAI and any other treatment outcome 
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measure, indicating that the online TA is not essential to the successful Internet-based 
treatment of PD. This represents a fundamental paradox in the evaluation of what makes 
psychological therapy effective: in providing face-to-face evidence-based treatment the 
TA is widely regarded (and frequently invoked) as the common factor that accounts for 
much of the effectiveness of psychological therapy (Elvins & Green, 2008; Greenson, 
1967; Kokotovic & Tracey, 1990; Lambert & Barley, 2001) and yet the results of this 
study suggest that online psychological treatment may still be effective in cases where the 
TA is not the primary agent of change.  
 If the TA were the common factor accounting for the effectiveness of evidence-
based psychological treatment, poor treatment outcomes would be expected in cases 
where a functional TA could not be reliably established. In the present study, however, 
positive treatment outcome was uniformly observed across a comprehensive range of 
measures that did not correlate with the TA. That is, improvement in symptom severity 
was observed for treatment outcome measures that were not meaningfully associated with 
the TA, suggesting that the TA perhaps may not be as vitally important to positive 
psychotherapeutic treatment outcome as expected. 
The results of the present study arguably call into question several notions that are 
often treated as axiomatic within psychological research literature. The apparent 
effectiveness of Internet-based psychological treatment challenges the long-standing 
notion that the TA is the chief reason why psychological therapies are effective. As noted 
by Lambert and Barley (2001): “Decades of research indicate that the provision of 
therapy is an interpersonal process in which a main curative component is the nature of 
the therapeutic relationship” (p. 357). Furthermore, Lambert and Barley (2001) propose 
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that the TA contributes as much to positive therapeutic outcome (30%) as the placebo 
effect (15%) and the evidence-based treatment intervention (15%) combined. However, if 
the therapeutic alliance is so critical to the effectiveness of psychological treatment 
interventions (Bordin, 1979; Elvins & Green, 2008; Greenson, 1967; Kokotovic & 
Tracey, 1990; Lambert & Barley, 2001), how can it be that clinically and statistically 
significant reductions in psychopathology (e.g., panic symptom severity) are observed 
both during the present study and throughout other studies dealing with ICBT treatment 
programs involving minimal or limited input from a therapist (Ahn & Walmpold, 2001; 
Christensen et al., 2006; Palmqvist et al., 2007)? 
The reason for this apparent inconsistency may be obvious. First, reports of the 
role of the TA in psychotherapy are sometimes based on the meta-analysis of self-report 
data taken from studies investigating what makes face-to-face psychological treatment 
effective, notably Lambert and Barley (2001). In face-to-face clinical settings, the TA 
may appear to clients and therapists alike to be more relevant to treatment success. That 
is, because they are sitting in the same room together, clients and therapists may perceive 
the interpersonal factors (e.g., empathy, warmth) to be the key to positive treatment 
outcome. Thus, when asked to self-report on the reasons for therapeutic success, it is 
possible that more weight may be attributed to the TA than to the less perceptible 
subtleties of evidence-based interventions.  
Second, it may be that PO, an evidence-based cognitive-behavioural treatment for 
PD, was sufficiently effective in reducing panic symptom severity regardless of the role 
the online TA. Some therapeutic interventions are perhaps more effective than others in 
treating particular mental health disorders, and there is a substantial body of evidence 
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within extant literature to suggest that CBT is particularly effective in treating anxiety-
based disorders (Beck, 1995; Ellis & Harper, 1997; Hubble, Duncan, & Miller, 1999; 
Kiropoulos et al., 2008; Kring et al., 2006). Furthermore, PO is specifically designed to 
be self-administered with minimal input from a therapist. This being the case, it is logical 
to theorise that the TA is perhaps less relevant to the outcome of Internet-based 
psychological treatment than it is to face-to-face psychological treatment. However, this 
does not account for the fact that PO is one of many evidence-based treatments for 
pathological anxiety that is based on manualized CBT treatment. In other words, even 
though PO does not rely heavily on therapist input, it is still heavily based on the 
manualized CBT treatment approaches typically utilised in face-to-face psychological 
treatment of panic symptoms. 
Third, the TA may frequently be cited as the common factor that accounts for the 
effectiveness of face-to-face psychological therapy because it forms the delivery system 
through which psychological treatments are administered (Hubble et al., 1999). 
Consequently, when people are engaged in face-to-face therapy, the TA determines the 
degree to which the potential effectiveness of a given treatment intervention (e.g., CBT) 
may be realised, since it forms the interpersonal conduit through which the treatment is 
administered (by the therapist) and experienced (by the client). Thus, a poor working 
alliance may render an otherwise effective treatment relatively useless, whereas a strong 
working alliance may contribute to maximising the potential effectiveness of the 
treatment (Cavanagh, 2010; Horvath & Luborsky, 1993; Horvath & Symonds, 1991). In 
the context of psychological therapy that is administered online, however, the Internet has 
arguably replaced the TA as the delivery system through which the treatment is 
THE ROLE OF THE THERAPEUTIC ALLIANCE IN ICBT 
 
 
116 
administered. As a result, it may be that the TA continues to strongly influence the 
outcome of Internet-based psychological therapy, but that the partnership is perceived by 
the client to be between them and the nameless, faceless technological interface they are 
engaged with, rather than the actual person on the other side of the technology. In other 
words, the TA itself may be mediated by the interposition of the Internet and the use of 
computers as a communication medium. This would perhaps go some way to accounting 
for the observation made by Andersson (2009) that, although the involvement of an 
online therapist is helpful to treatment outcome, the identity of the therapist does not 
matter.  
Finally, it is important to consider the limitations of e-mail-based communication 
in providing psychological therapy online (Suler, 2001, 2004; Roy & Gillett, 2008; 
Cavanagh, 2010). An online TA may contribute more to positive treatment outcome 
when Internet-based psychological treatment is experienced over video streaming (i.e., 
live feed video chat servers). In cases where clients and therapists communicate face-to-
face through computers via video chat software, the TA may be perceived to play a more 
definitive role in successful treatment outcome. Bouchard et al. (2000), for example, 
observed “very high” scores on the client version of the WAI after only one session of 
psychological therapy administered through video-conferencing (p. 1003). Likewise, 
Germain et al. (2010) found no significant difference in TA quality between clients who 
received CBT by videoconference or face-to-face. 
Another issue sometimes treated as axiomatic in psychological health care is that 
visual cues are essential to the efficacy of psychological treatment interventions. This 
raises questions about the importance of the visual cues provided through face-to-face 
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contact between a client and their therapist. If visual cues are absolutely essential to the 
assessment and successful treatment of people affected by psychological disorders, why 
is a form of psychological therapy administered in the absence of any visual cues so 
effective?  
Logically, if psychological treatment can be so effective without visual cues, 
surely it would be more so in cases where therapists and their clients are face-to-face. Yet 
many studies indicate that ICBT and face-to-face treatment outcomes are comparable 
(Andersson, 2009; Bouchard et al., 2000; Cavanagh & Shapiro, 2004; Kiropoulos et al., 
2008; Pier et al., 2008), while others indicate that positive psychological treatment 
outcomes can be achieved with minimal therapist input (Andersson et al., 2005; 
Andersson & Cuijpers, 2008; Cappas, Andres-Hyman, & Davidson, 2005; Bickmore et 
al., 2005; Carlbring et al., 2007). Indeed, according to Bickmore et al. (2005), a TA can 
be formed between a person and an interactive computer program containing emotional 
and relational text responses. While this is not to suggest that visual cues are unimportant 
to psychological assessment and treatment, the apparent progress made by participants in 
the present study despite their total absence raises questions about their relevance to 
treatment efficacy. Throughout the history of psychological training and literature there is 
a tendency to emphasise the deeply interpersonal nature of psychotherapy. This is indeed 
understandable, especially considering the interpersonal context in which psychological 
treatment typically takes place.  
The private and confidential nature of psychotherapy lends itself to the 
assumption that it should be practiced within traditional interpersonal settings, such as a 
comfortable and private physical space. However, consistent with the precepts of 
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cognitive-behavioural theory and practice, the results of the present study suggest that it 
is not the nature of the space in which therapy takes place, but how it is perceived and 
experienced by the client and their practitioner that may decide the outcome of 
psychological treatment. Despite taking place in so-called cyberspace, and regardless of 
the physical distance between those involved, clients who engage in psychological 
therapy online are nonetheless able to share a healthy therapeutic alliance with their 
therapist and to achieve positive treatment outcomes (Cavanagh, 2010).  
Limitations and recommendations for future research 
This study contained some methodological limitations. Chief among these, 
cultural and demographic sample bias and sample size restrictions that limit the 
generalizability of findings, the role of self-report bias, and the constraints inherent to 
effectiveness as opposed to efficacy based research designs, such as the absence of 
randomised assignment to multiple treatment conditions, the absence of a control group, 
the restriction of a participants being allocated to single therapist with whom they could 
develop a TA (Seligman, 1995), and the fact that the WAI (mediator) was measured at 
the post-treatment stage (i.e., at the same time as the outcome variable). In this section, 
the impact of these limitations on the clinical utility of the findings of this study will be 
explored, and subsequent recommendations for relevant future research method and 
design will be provided. 
Limitations 
Substantial limitations to this study were sample bias and small sample size. 
Sample size restrictions prevented a comprehensive mediation analysis from being 
conducted, and the absence of an alternate treatment group meant between-subjects 
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comparisons could not be made, thus limiting the degree to which factors affecting client 
suitability to ICBT could be suitably determined. Furthermore, participants were mostly 
female (72%) and Caucasian (83%), making it difficult to determine the cross-cultural 
validity of the findings of the present study. It is conceivable that people from different 
cultures may view the absence of the face-to-face proximity of a clinical practitioner as 
negative, and the physical absence of a therapist might adversely influence individual 
perceptions of ICBT in cases where people are culturally predisposed to discussing 
sensitive issues face-to-face. For these individuals, subjective evaluations of the TA may 
be substantially different, and this becomes particularly important when considered in the 
context of accessibility to psychological health care, a factor often highlighted as one of 
the major advantages to psychological therapy online. In point of fact, the accessibility of 
ICBT is only advantageous provided the individuals who are inaccessible to face-to-face 
psychological treatment regard online psychotherapeutic dialogue as culturally 
acceptable. 
Another limitation to the present study was the use of self-report scales in the 
assessment of predictors of ICBT treatment outcomes. Sometimes highlighted as an 
inherently biased mode of data collection, self-reporting ultimately deals in the subjective 
perception of a given experience or construct and may therefore be compromised by 
individual efforts to provide answers that are socially desirable. Furthermore, much of the 
research into psychological therapy online, including the present study, has involved 
taking pre-existing self-report measures that were originally designed to test predictors of 
face-to-face treatment outcome. Though some of these measures have been tested in 
Internet-based conditions and have proven reliable and valid (Austin et al., 2006; 
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Hedman et al., 2010), it is nonetheless worth considering that a scale developed 
specifically for evaluating the TA construct as it is experienced online might yield 
different results. 
It is also important to consider the impact of the treatment program itself on 
participant perceptions of the TA. Having been informed that they would be undertaking 
a self-administered online treatment program with ongoing input from a psychologist, 
participants may have viewed their relationship with their psychologist as an auxiliary 
feature of their treatment, and so considered themselves to be responsible for the burden 
of treatment success. As such, their responses to WAI-S items may have been different if 
the treatment had been provided face-to-face. In this context, (the self-report bias inherent 
to) the results of the present study may be a reflection of client perceptions of the 
relevance of the TA to the success of a self-administered treatment program rather than a 
true reflection of the role of the TA in Internet-based psychological treatment outcomes.  
A major limitation to the present study is reflected in the research design. In the 
context of the present study, clients were not randomly allocated to various treatment or 
control conditions, but assigned to only one treatment condition: working through panic 
online with e-mail support from a provisional psychologist. Consequently, although this 
study accurately reflected the conduct of ICBT as it would be experienced in actual 
clinical fieldwork (because the auxiliary psychotherapeutic support provided by e-mail 
was close to a real world experience), in the absence of a control group it is impossible to 
determine if the TA would have been more or less relevant to treatment outcome under 
different conditions or for alternate mental health presentations. Similarly, since there 
was only one therapist providing e-mail support to all participants, it is impossible to 
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determine whether a TA would have been more or less influential to treatment outcome 
had it been established with two or more clinicians. Thus, the findings of the present 
study must be considered limited to the TA shared between participants and a single 
clinical practitioner, and by the absence of a control or alternate treatment group.  
 A further limitation to the present study includes the restrictions placed on 
identifying predictors of client suitability to Internet-based psychological treatment. To 
predict who is better suited to ICBT, it is arguably preferable to implement a research 
design that permits the comparison of the individual factors (personality characteristics, 
self-efficacy, perceptions of treatment credibility) of participants randomly assigned to a 
treatment group with those assigned to a control group. However, since the present study 
did not include a control group for comparison, any findings related to client suitability to 
ICBT can only be evaluated according to the characteristics of a single treatment sample. 
Finally, it is important to consider the problematic timing of administering the 
WAI. Since the mediating variable was the TA, it was arguably more appropriate to 
assess and score the WAI mid-treatment rather than post-treatment. However, Wagner et 
al. (2012) reported no significant difference between WAI scores taken at mid and post 
treatment intervals, observing stable high quality online TA throughout the course of 
treatment. Furthermore, individual differences in the frequency and volume of e-mail 
communications were such that, in a substantial number of cases, a TA could not be 
reliably established until the later stages of PO. Considering the sample size limitations 
inherent to the present study, administering the WAI post-treatment likely produced a 
more reliable indication of the quality of the online TA for participants, and its 
subsequent influence on treatment outcome. 
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Recommendations for future research 
Future researchers should consider the qualitative assessment of the TA as it is 
experienced online. While robust quantitative measures of the TA are essential to the 
conduct of scientific psychological research, and thus to understanding the role of the TA 
in Internet-based psychotherapy, qualitative investigation may also shed light on the 
effectiveness of ICBT. By definition, a TA is a relationship, and as such it perhaps cannot 
be adequately understood without qualitative investigation.  
In light of the probable advancements in audiovisual communications technology 
that are expected within the next decade, future empirical research into Internet-based 
psychological therapy should continue to reflect advancements in audiovisual 
communications technology. Anticipating the imminent ubiquity of super-fast broadband 
(making it possible to sustain live undisrupted high definition audiovisual feed while 
chatting with someone anywhere in the world who is accessible to the Internet), and the 
increasing availability of face-time (an Apple Inc. technology that allows people to make 
live video calls; Apple Inc, 2012) coupled with established video communications 
technologies provided by manifold private chat servers (Google, Yahoo, Skype etc.), it is 
likely that Internet-based communications will continue to revolutionize the way people 
develop and experience interpersonal relationships. When considered in the context of the 
astonishing developments currently being made in quantum computing technology 
(Connolly, 2012), it is difficult to imagine what the future of online audiovisual 
communication will bring, though it is logical to theorize that the evolution of Internet-
based psychological therapy could mirror the pace and direction of technological 
advancement.  
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Overall summary 
This study examined the potential mediating role of the therapeutic alliance (TA) 
as it is experienced online. Additionally, the effectiveness of PO and factors affecting 
client suitability to ICBT were investigated. Though comparisons with the effectiveness 
of face-to-face treatments were not permitted by research method and design constraints, 
the results of this study nevertheless confirmed that PO is an effective treatment medium, 
with significant reductions in panic symptom severity found across multiple domains of 
PD. As such, results supported the findings of previous empirical investigations into the 
treatment effectiveness of Internet-based psychological therapy. Furthermore, results 
indicated that no particular set of individual characteristics was more beneficial to the 
formation of an online TA than any other. Although certain personality traits appeared to 
have some predictive value in relation to ICBT treatment outcome, individual participant 
characteristics (personality profile, self-efficacy, subjective perceptions of the credibility 
of ICBT) did not appear to impact meaningfully on the formation of an online TA. 
Interestingly, however, such findings perhaps indicate that there are few restrictions to 
client-therapist suitability to psychological therapy online. Finally, results suggested that 
a functional TA was established online (in spite of the absence of visual cues) and 
provided partial support for the potential mediating role of the TA as it relates to ICBT.  
These findings have important implications for the clinical application of ICBT, 
especially when considered in the context of the cognitive model of panic attacks. 
Evidently, though formed and maintained online, the TA was related to reductions in 
anxiety sensitivity, a fundamental feature of panic symptoms. In contrast, although the 
goals-based online TA was helpful in ameliorating participants’ anxiety sensitivity, it did 
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not significantly correlate with any other treatment outcome measure, suggesting the TA 
is perhaps not as vital to positive online treatment outcome as past meta-analytic research 
indicates (see Lambert & Barley, 2001) it is in face-to-face settings, thus calling into 
question the true value of the TA as it relates to the effectiveness of psychotherapeutic 
treatment overall (Ahn & Walmpold, 2001; Andersson et al., 2012). 
Despite the apparent effectiveness of ICBT, especially for some of the more 
prevalent mental health conditions (e.g., PD, major depressive disorder), psychological 
therapy online is not suitable for everyone and not preferable in all cases. How 
psychotherapy is conducted, whether online or face-to-face, is perhaps best decided by 
individual clients and their therapists. If psychological treatment online is as effective as 
face-to-face treatment, as some research suggests (Andersson, 2009; Bouchard et al., 
2000; Cavanagh & Shapiro, 2004; Kiropoulos et al., 2008; Pier et al., 2008), then ICBT 
does represent a viable psychotherapeutic treatment substitute or supplement (though 
only in cases where individuals present with mental health disorders that ICBT has been 
shown to successfully treat). However, although psychological therapy online is 
becoming an increasingly viable treatment alternative to face-to-face psychotherapy for 
clinical populations, it is not a universal substitute or replacement: some people will 
always continue to prefer working with a therapist who is in the same room. Presently, 
ICBT represents a cost effective and accessible treatment modality, the clinical utility of 
which has the potential to dramatically alter the landscape of psychological health care. 
Future research should examine whether TA mediates the relationship between 
individual factors and treatment outcomes using a larger sample size and mediation 
analysis, while incorporating the development of scales that are specifically designed to 
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measure the TA as it is experienced online. Though the capacity for a functional TA to be 
established and maintained online is evident, it remains unclear as to whether existing 
measures, originally developed to evaluate the TA as it is experienced in face-to-face 
clinical settings, are indeed suitable. Furthermore, a comprehensive understanding of the 
phenomenological experience of Internet-based psychological therapy may be provided 
by qualitative investigation into the factors that influence related treatment outcomes.  
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Appendix A 
Agoraphobic Cognitions Questionnaire (ACQ) 
 
This questionnaire has two parts. Below are some thoughts or ideas that may go through your 
mind when you are nervous or frightened. Indicate how often each thought occurs when you are 
nervous, rate each thought from 1 – 5 using the scale below. Put your rating on the LEFT hand 
side of each item. 
 
1. Thought never occurs 
2. Thought rarely occurs 
3. Thought occurs during half of the times when I am nervous 
4. Thought usually occurs 
5. Thought always occurs when I am nervous 
 
1.  I am going to throw up 
2.  I am going to pass out 
3.  I must have a brain tumour 
4.  I will have a heart attack 
5.  I will choke to death 
6.  I am going to act foolish 
7.  I am going blind 
8.  I will not be able to control myself 
9.  I will hurt someone 
10.  I am going to have a stroke 
11.  I am going to go crazy 
12.  I am going to scream 
13.  I am going to babble or talk funny 
14.  I will be paralysed with fear 
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Appendix B 
ASI-3 
 
Please circle the number that best corresponds to how much you agree with each item. If 
any items concern something that you have never experienced (e.g., fainting in public), 
then answer on the basis of how you think you might feel if you had such an experience. 
Otherwise, answer all items on the basis of your own experience. Be careful to circle only 
one number for each item and please answer all items. 
 
 Very 
little 
A 
little 
Some Much Very 
much 
1. It is important for me not to appear nervous.  0 1 2 3 4 
2. When I cannot keep my mind on a task, I 
worry that I might be going crazy. 
0 1 2 3 4 
 
3. It scares me when my heart beats rapidly.  0 1 2 3 4 
4. When my stomach is upset, I worry that I 
might be seriously ill. 
0 1 2 3 4 
5. It scares me when I am unable to keep my 
mind on a task. 
0 1 2 3 4 
6. When I tremble in the presence of others,  
 I fear what people might think of me.  
0 1 2 3 4 
 
7. When my chest feels tight, I get scared that I 
won’t be able to breathe properly.  
0 1 2 3 4 
 
8. When I feel pain in my chest, I worry that 
I’m going to have a heart attack.  
0 1 2 3 4 
 
9. I worry that other people will notice my 
anxiety.  
0 1 2 3 4 
10. When I feel “spacey” or spaced out I worry 
that I may be mentally ill.  
0 1 2 3 4 
11. It scares me when I blush in front of people.  0 1 2 3 4 
12. When I notice my heart skipping a beat, I 
worry that there is something seriously 
wrong with me.  
0 1 2 3 4 
 
13. When I begin to sweat in a social situation,  
 I fear people will think negatively of me.  
0 1 2 3 4 
 
14. When my thoughts seem to speed up, I worry 0 1 2 3 4 
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Scoring: Physical concerns = sum of items 3, 4, 7, 8, 12, 15. Cognitive concerns = sum of 
items 2, 5, 10, 14, 16, 18. Social concerns = sum of items 1, 6, 9, 11, 13, 17. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
that I might be going crazy.   
15. When my throat feels tight, I worry that I 
could choke to death.  
0 1 2 3 4 
16. When I have trouble thinking clearly, I worry 
that there is something wrong with me.  
0 1 2 3 4 
 
17. I think it would be horrible for me to faint in 
public.  
0 1 2 3 4 
18. When my mind goes blank, I worry there is 
something terribly wrong with me.  
0 1 2 3 4 
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Appendix C 
 
DAS S1 Name: Date: 
Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the statement applied to 
you over the past week.  There are no right or wrong answers.  Do not spend too much time on any statement. 
The rating scale is as follows: 
0  Did not apply to me at all 
1  Applied to me to some degree, or some of the time 
2  Applied to me to a considerable degree, or a good part of time 
3  Applied to me very much, or most of the time 
 
1 I found myself getting upset by quite trivial things 0      1      2      3 
2 I was aware of dryness of my mouth 0      1      2      3 
3 I couldn't seem to experience any positive feeling at all 0      1      2      3 
4 I experienced breathing difficulty (eg, excessively rapid breathing, 
breathlessness in the absence of physical exertion) 
0      1      2      3 
5 I just couldn't seem to get going 0      1      2      3 
6 I tended to over-react to situations 0      1      2      3 
7 I had a feeling of shakiness (eg, legs going to give way) 0      1      2      3 
8 I found it difficult to relax 0      1      2      3 
9 I found myself in situations that made me so anxious I was most 
relieved when they ended 
0      1      2      3 
10 I felt that I had nothing to look forward to 0      1      2      3 
11 I found myself getting upset rather easily 0      1      2      3 
12 I felt that I was using a lot of nervous energy 0      1      2      3 
13 I felt sad and depressed 0      1      2      3 
14 I found myself getting impatient when I was delayed in any way 
(eg, lifts, traffic lights, being kept waiting) 
0      1      2      3 
15 I had a feeling of faintness 0      1      2      3 
16 I felt that I had lost interest in just about everything 0      1      2      3 
                                                 
1 The Depression Anxiety and Stress Scales were developed by Lovibond, S. H. & Lovibond, P. 
F. For copies of the scale, a scoring template and further information, please see 
www.psy.unsw.edu.au/dass/ 
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17 I felt I wasn't worth much as a person 0      1      2      3 
18 I felt that I was rather touchy 0      1      2      3 
19 I perspired noticeably (eg, hands sweaty) in the absence of high 
temperatures or physical exertion 
0      1      2      3 
20 I felt scared without any good reason 0      1      2      3 
21 I felt that life wasn't worthwhile 0      1      2      3 
22 I found it hard to wind down 0      1      2      3 
23 I had difficulty in swallowing 0      1      2      3 
24 I couldn't seem to get any enjoyment out of the things I did 0      1      2      3 
25 I was aware of the action of my heart in the absence of physical 
exertion (eg, sense of heart rate increase, heart missing a beat) 
0      1      2      3 
26 I felt down-hearted and blue 0      1      2      3 
27 I found that I was very irritable 0      1      2      3 
28 I felt I was close to panic 0      1      2      3 
29 I found it hard to calm down after something upset me 0      1      2      3 
30 I feared that I would be "thrown" by some trivial but 
unfamiliar task 
0      1      2      3 
31 I was unable to become enthusiastic about anything 0      1      2      3 
32 I found it difficult to tolerate interruptions to what I was doing 0      1      2      3 
33 I was in a state of nervous tension 0      1      2      3 
34 I felt I was pretty worthless 0      1      2      3 
35 I was intolerant of anything that kept me from getting on with 
what I was doing 
0      1      2      3 
36 I felt terrified 0      1      2      3 
37 I could see nothing in the future to be hopeful about 0      1      2      3 
38 I felt that life was meaningless 0      1      2      3 
39 I found myself getting agitated 0      1      2      3 
40 I was worried about situations in which I might panic and make 
a fool of myself 
0      1      2      3 
41 I experienced trembling (eg, in the hands) 0      1      2      3 
42 I found it difficult to work up the initiative to do things 0      1      2      3 
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Appendix D 
THE MOBILITY INVENTORY FOR AGORAPHOBIA (MIA) 
 
Name:                                                                                    Date:    /     / 
 
Please indicate the degree to which you avoid the following places or situations because of 
discomfort or anxiety. Rate your amount of avoidance when you are with a trusted companion 
and when you are alone. Do this by using the following scale: 
 
1 2 3 4 5 
Never avoid 
 
Rarely avoid  Avoid about half 
the time  
Avoid most of 
the time 
Always avoid  
 
Circle the number for each situation or place under both conditions: when accompanied and 
when alone. Leave blank those situations that do not apply to you. 
 
Places When accompanied When alone 
Theatres 1 2 3 4 5 1 2 3 4 5 
Supermarkets 1 2 3 4 5 1 2 3 4 5 
Classrooms 1 2 3 4 5 1 2 3 4 5 
Department Stores 1 2 3 4 5 1 2 3 4 5 
Restaurants 1 2 3 4 5 1 2 3 4 5 
Elevators 1 2 3 4 5 1 2 3 4 5 
Auditoriums or stadiums 1 2 3 4 5 1 2 3 4 5 
Parking garages 1 2 3 4 5 1 2 3 4 5 
High places 1 2 3 4 5 1 2 3 4 5 
Please tell how high 
Enclosed spaces (e.g. tunnels) 1 2 3 4 5 1 2 3 4 5 
Open spaces   
A. Outside (e.g., fields, wide streets, 
courtyards) 
1 2 3 4 5 1 2 3 4 5 
B. Inside (e.g., large rooms, lobbies) 1 2 3 4 5 1 2 3 4 5 
Riding in … 
Buses 1 2 3 4 5 1 2 3 4 5 
Trains 1 2 3 4 5 1 2 3 4 5 
Subways 1 2 3 4 5 1 2 3 4 5 
Airplanes 1 2 3 4 5 1 2 3 4 5 
Boats 1 2 3 4 5 1 2 3 4 5 
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Driving or riding in a car           
A. At any time 1 2 3 4 5 1 2 3 4 5 
B. On express ways 1 2 3 4 5 1 2 3 4 5 
Situations … 
Standing in lines 1 2 3 4 5 1 2 3 4 5 
Crossing bridges 1 2 3 4 5 1 2 3 4 5 
Parties or social gatherings 1 2 3 4 5 1 2 3 4 5 
Walking on the street 1 2 3 4 5 1 2 3 4 5 
Staying at home alone NA 1 2 3 4 5 
Being far away from home 1 2 3 4 5 1 2 3 4 5 
Other (specify) 1 2 3 4 5 1 2 3 4 5 
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Appendix E 
PANIC ATTACKS 
 
We define a panic attack as: 
1. a high level of anxiety accompanied by … 
2. strong body reactions (heart palpitations, sweating, muscle tremors, dizziness, nausea) 
with … 
3. the temporary loss of the ability to plan, think, or reason and … 
4. the intense desire to escape or flee the situation (this is different from high anxiety or fear 
of being alone) 
 
Please indicate the total number of panic attacks you have had in the last 7 days:                   
 
          in the last 3 weeks:                   
 
How severe have the panic attacks been (place an X on the line below): 
 
1 2 3 4 5 
Very mild 
 
Mild Moderately 
severe 
Very severe Extremely 
severe 
 
Panic Disorder Severity Scale – Self Report Form 
 
Several of the following questions refer to panic attacks and limited symptom attacks. 
For this questionnaire we define a panic attack as a sudden rush of fear or discomfort 
accompanied by at least 4 of the symptoms listed below. In order to qualify as a sudden 
rush, the symptoms must peak within 10 minutes.  Episodes like panic attacks but having 
fewer than 4 of the listed symptoms are called limited symptom attacks. Here are the 
symptoms to count: 
 
 
• Rapid or pounding heartbeat 
 
• Chest pain or discomfort 
 
• Chills or hot flushes 
• Sweating • Nausea • Fear of losing control or 
• Trembling or shaking • Dizziness or faintness going crazy 
• Breathlessness • Feelings of unreality • Fear of dying 
• Feeling of choking • Numbness or tingling  
 
1.  How many panic and limited symptoms attacks did you have during the week? 
 
0 No panic or limited symptom episodes 
1 Mild: no full panic attacks and no more than 1 limited symptom attack/day 
2 Moderate: 1 or 2 full panic attacks and/or multiple limited symptom attacks/day 
3 Severe: more than 2 full attacks but not more than 1/day on average 
4 Extreme: full panic attacks occurred more than once a day, more days than not 
 
2. If you had any panic attacks during the past week, how distressing 
(uncomfortable, frightening) were they while they were happening? (If you 
had more than one, give an average rating. If you didn’t have any panic 
attacks but did have limited symptom attacks, answer for the limited symptom 
attacks.) 
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0 Not at all distressing, or no panic or limited symptom attacks during the past week 
1 Mildly distressing (not too intense) 
2 Moderately distressing (intense, but still manageable) 
3 Severely distressing (very intense) 
4 Extremely distressing (extreme distress during all attacks) 
 
3. During the past week, how much have you worried or felt anxious about when 
your next panic attack would occur or about fears related to the attacks (for 
example, that they could mean you have physical or mental health problems or 
could cause you social embarrassment)? 
 
0 Not at all 
1 Occasionally or only mildly 
2 Frequently or moderately 
3 Very often or to a very disturbing degree 
4 Nearly constantly and to a disabling extent 
 
4. During the past week were there any places or situations (e.g., public 
transportation, movie theatres, crowds, bridges, tunnels, shopping malls, being 
alone) you avoided, or felt afraid of (uncomfortable in, wanted to avoid or leave), 
because of fear of having a panic attack?  Are there any other situations that you 
would have avoided or been afraid of if they had come up during the week, for the 
same reason?  If yes to either question, please rate your level of fear and 
avoidance this past week. 
 
0 None: no fear or avoidance 
1 Mild:  occasional fear and/or avoidance but I could usually confront or 
endure the situation. There was little or no modification of my lifestyle due 
to this. 
2 Moderate: noticeable fear and/or avoidance but still manageable.  I avoided 
some situations, but I could confront them with a companion. There was 
some modification of my lifestyle because of this, but my overall functioning 
was not impaired. 
3 Severe:  extensive avoidance. Substantial modification of my lifestyle was 
required to accommodate the avoidance making it difficult to manage usual 
activities. 
4 Extreme: pervasive disabling fear and/or avoidance.  Extensive modification 
in my lifestyle was required such that important tasks were not performed.  
 
5. During the past week, were there any activities (e.g., physical exertion, sexual 
relations, taking a hot shower or bath, drinking coffee, watching an exciting or 
scary movie) that you avoided, or felt afraid of (uncomfortable doing, wanted to 
avoid or stop), because they caused physical sensations like those you feel during 
panic attacks or that you were afraid might trigger a panic attack?.  Are there any 
other activities that you would have avoided or been afraid of if they had come up 
during the week for that reason? If yes to either question, please rate your level of 
fear and avoidance of those activities this past week. 
 
0 No fear or avoidance of situations or activities because of distressing 
physical sensations 
1 Mild: occasional fear and/or avoidance, but usually I could confront or 
endure with little distress activities that cause physical sensations. There 
was little modification of my lifestyle due to this. 
2 Moderate: noticeable avoidance but still manageable.  There was definite, 
but limited, modification of my lifestyle such that my overall functioning was 
not impaired. 
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3 Severe:  extensive avoidance. There was substantial modification of my 
lifestyle or interference in my functioning. 
4 Extreme: pervasive and disabling avoidance. There was extensive 
modification in my lifestyle due to this such that important tasks or activities 
were not performed. 
 
6. During the past week, how much did the above symptoms altogether (panic and 
limited symptom attacks, worry about attacks, and fear of situations and activities 
because of attacks) interfere with your ability to work or carry out your 
responsibilities at home?  (If your work or home responsibilities were less than 
usual this past week, answer how you think you would have done if the 
responsibilities had been usual.) 
 
0 No interference with work or home responsibilities 
1 Slight interference with work or home responsibilities, but I could do nearly 
everything I could if I didn’t have these problems. 
2 Significant interference with work or home responsibilities, but I still could 
manage to do the things I needed to do. 
3 Substantial impairment in work or home responsibilities; there were many 
important things I couldn’t do because of these problems. 
4 Extreme, incapacitating impairment such that I was essentially unable to 
manage any work or home responsibilities. 
 
7. During the past week, how much did panic and limited symptom attacks, worry 
about attacks and fear of situations and activities because of attacks interfere with 
your social life?  (If you didn’t have many opportunities to socialize this past week, 
answer how you think you would have done if you did have opportunities.) 
 
0 No interference 
1 Slight interference with social activities, but I could do nearly everything I 
could if I didn’t have these problems. 
2 Significant interference with social activities but I could manage to do most 
things if I made the effort. 
3 Substantial impairment in social activities; there are many social things I 
couldn’t do because of these problems. 
4 Extreme, incapacitating impairment, such that there was hardly anything 
social I could do. 
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Appendix F 
GENERAL SELF-EFFICACY SCALE (SES) 
 
 
 
 
Response Format:  
 
1 2 3 4 
Not at all true    Hardly true    Moderately true    Exactly true 
 
  
 
 
 
 
1. I can always manage to solve difficult problems if I try hard enough. 1 2 3 4 
2. If someone opposes me, I can find the means and ways to get what I want. 1 2 3 4 
3. It is easy for me to stick to my aims and accomplish my goals. 1 2 3 4 
4. I am confident that I could deal efficiently with unexpected events. 1 2 3 4 
5. Thanks to my resourcefulness, I know how to handle unforeseen situations. 1 2 3 4 
6. I can solve most problems if I invest the necessary effort. 1 2 3 4 
7. I can remain calm when facing difficulties because I can rely on my coping 
abilities. 
1 2 3 4 
8. When I am confronted with a problem, I can usually find several solutions. 1 2 3 4 
9. If I am in trouble, I can usually think of a solution. 1 2 3 4 
10. I can usually handle whatever comes my way. 1 2 3 4 
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Appendix G 
THE BIG FIVE INVENTORY (BFI) 
 
Here are a number of characteristics that may or may not apply to you. For example, do you agree that you are someone who likes to 
spend time with others? Please write a number next to each statement to indicate the extent to which you agree or disagree with that 
statement. 
 
1 2 3 4 5 
Disagree strongly 
 
Disagree a little 
 
Neither agree nor 
disagree 
Agree a little Agree strongly 
 
I SEE MYSELF AS SOMEONE WHO ... 
 
 1. Is talkative   23. Tends to be lazy 
 2. Tends to find fault with others   24. Is emotionally stable, not easily upset 
 3. Does a thorough job   25. Is inventive 
 4. Is depressed, blue   26. Has an assertive personality 
 5. Is original, comes up with new ideas   27. Can be cold and aloof 
 6. Is reserved   28. Perseveres until the task is finished 
 7. Is helpful and unselfish with others   29. Can be moody 
 8 Can be somewhat careless   30. Values artistic, aesthetic experiences 
 9 Is relaxed, handles stress well   31. Is sometimes shy, inhibited 
 10. Is curious about many different things   32. Is considerate and kind to almost everyone 
 11. Is full of energy     33. Does things efficiently 
 12. Starts quarrels with others   34. Remains calm in tense situations 
 13. Is a reliable worker   35. Prefers work that is routine 
 14. Can be tense   36. Is outgoing, sociable 
 15. Is ingenious, a deep thinker   37. Is sometimes rude to others 
 16. Generates a lot of enthusiasm    38. Makes plans and follows through with them 
 17. Has a forgiving nature   39. Gets nervous easily 
 18. Tends to be disorganized   40. Likes to reflect, play with ideas 
 19. Worries a lot   41. Has few artistic interests 
 20. Has an active imagination   42. Likes to cooperate with others 
 21. Tends to be quiet   43. Is easily distracted 
 22. Is generally trusting     44. Is sophisticated in art, music, or literature 
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Appendix H 
TREATMENT CREDIBILITY SCALE (TCS) 
 
Using a rating scale of 1 (negative) to 10 (positive), please fill in the blank space next to each 
question.  
 
 
___ 1.  How logical does this type of treatment seem to you? 
 
___ 2.  How confident would you be that this treatment would be successful in eliminating fear of 
speaking before a group? 
 
___ 3.  How confident would you be in recommending this treatment to a friend who was extremely 
anxious about making speeches? 
 
___ 4.  If you were extremely anxious in speech situations, would you be willing to undergo such 
treatment? 
 
___ 5.  How successful do you feel this treatment would be in decreasing a different fear; for 
example, strong anxiety about taking tests?  
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Appendix I 
THE WORKING ALLIANCE INVENTORY 
 
SHORT FORM (C) 
 
Instructions 
 
On the following pages there are sentences that describe some of the different ways a person 
might think or feel about his or her therapist (counsellor). As you read the sentences mentally insert 
the name of your therapist (counsellor) in place of _____________in the text. 
 
Below each statement there is a seven point scale: 
 
1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
 
 
 
If the statement describes the way you always feel (or think) circle the number 7. If it never applies 
to you circle the numebr 1. Use the numebrs in between to describe the variations between these 
extremes. 
 
Work fast, tyour first impressions are the ones we would like to see. PLEASE DON'T FORGET TO 
RESPOND TO EVERY ITEM. 
 
Thank you for your coopertation. 
 
© A. O. Horvath, 1981, 1982; Revision Tracey & Kokotowitc, 1989. 
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1. ______________ and I agree about the things I will need to do in therapy to help improve my situation. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
2. What I am doing in therapy gives me new ways of looking at my problem. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
3. ______________ and I agree about the things I will need to do in therapy to help improve my situation. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
4. I believe ______________ likes me. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
5. I am confident in ______________’s ability to help me.  
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
6. ______________ and I are working towards mutually agreed upon goals. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
7. I feel that ______________ appreciates me. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
8. We agree on what is important for me to work on. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
9. ______________ and I trust one another. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
10. ______________ and I have different ideas on what my problems are. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
11. We have established a good understanding of the kind of changes that would be good for me. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
12. I believe the way we are working with my problem is correct. 
 1 
Never 
2 
Rarely 
3 
Occasionally 
4 
Sometimes 
5 
Often 
6 
Very Often 
7 
Always 
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Appendix J
 
 
Memorandum
To:
From:
Date:
Subject: 2009-196
The Therapeutic Alliance Online
Dr Ciaran Pier
School of Psychology
B
Deakin University Human Research Ethics Committee (DU-HREC)
05 February, 2010
Please quote this project number in all future communications
The application for this project was considered at the DU-HREC meeting held on 07/12/2009.
cc: Mr Chris Trewavas
Human Ethics Research
 Office of Research Integrity
 Research Services Division
 70 Elgar Road Burwood Victoria
 Postal: 221 Burwood Highway
 Burwood Victoria 3125 Australia
 Telephone 03 9251 7123 Facsimile 03 9244 6581  
 research-ethics@deakin.edu.au
Approval has been given for Mr Chris Trewavas, under the supervision of Dr Ciaran Pier,School of Psychology, 
to undertake this project from 5/02/2010 to 5/02/2013.
In addition you will be required to report on the progress of your project at least once every year and at the 
conclusion of the project. Failure to report as required will result in suspension of your approval to proceed with 
the project.
DU-HREC may need to audit this project as part of the requirements for monitoring set out in the National 
Statement on Ethical Conduct in Human Research (2007).
• Serious or unexpected adverse effects on the participants
• Any proposed changes in the protocol, including extensions of time.
• Any events which might affect the continuing ethical acceptability of the project.
• The project is discontinued before the expected date of completion.
• Modifications are requested by other HREC's.
The approval given by the Deakin University Human Research Ethics Committee is given only for the project and 
for the period as stated in the approval. It is your responsibility to contact the Human Research Ethics Unit 
immediately should any of the following occur:
Human Research Ethics Unit
research-ethics@deakin.edu.au
Telephone: 03 9251 7123
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Appendix K 
 
 
DEAKIN UNIVERSITY 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Participant 
 
 
Plain Language Statement  
Date:     2010 
Full Project Title:   The Therapeutic Relationship Online 
Principal Researchers:  Dr Helen Mildred, Dr Ciaran Pier, Professor Marita 
McCabe  
Student Researcher:  Chris Trewavas  
Associate Researcher(s):Samantha Tabak 
 
This Plain Language Statement & Consent Form is six pages long. Please make 
sure you have all the pages.  
1. Your Consent 
 
You are invited to take part in this research project. 
 
This Plain Language Statement contains detailed information about the research 
project. Its purpose is to explain to you as openly and clearly as possible all the 
procedures involved in this project before you decide whether or not to take part 
in it. 
 
Please read this Plain Language Statement carefully. Feel free to ask questions 
about any information in the document. You may also wish to discuss the project 
with a relative or friend or your local health worker. Feel free to do this. 
 
Once you understand what the project is about and if you agree to take part in it, 
you will be asked to sign the Consent Form. By signing the Consent Form, you 
indicate that you understand the information and that you give your consent to 
participate in the research project. 
 
You will be given a copy of the Plain Language Statement and Consent Form to 
keep as a record. 
 
2. Purpose and Background 
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The purpose of this project is to better understand factors that affect the 
outcomes of e-therapy (psychological therapy that is administered online). For 
example, we will examine whether personality factors affect outcomes and how 
the relationship shared between users of an e-therapy program and their 
therapists affects outcomes.  
 
Previous experience has shown that e-therapy is highly effective and 
substantially increases the efficiency, accessibility, and range of effective 
treatment options for clients. In particular, this study will involve the use of an e-
therapy program called Panic Online. 
 
This study will hopefully assist in improving the use of the internet in treating 
people with panic disorder, and make an important contribution to assisting 
people who are inaccessible to face-to-face psychological treatment. 
 
A total of about 150 people will participate in this project. 
 
You are invited to participate in this research project because you have 
responded to an advertisement seeking people (who are experiencing panic 
attacks) to take part in this study. 
 
The results of this research may be used to help researcher (Chris Trewavas) to 
obtain a Doctor of Psychology (Clinical) degree. 
 
 
3. Procedures 
 
To be eligible to participate in this study, you will need to meet the following 
criteria: 
x provide contact details of your GP (general medical practitioner) 
x be over 18 years of age  
x speak English as a first language 
x not currently receiving other forms of psychological therapy (although 
prescription medication is acceptable). It is your choice as to what kind of 
therapy you undertake however, if you choose to undertake another form 
of therapy whilst participating in the study we would appreciate you letting 
the researchers know.  
x primary diagnosis of panic disorder 
x If you have a another psychological disorder it is not as prominent (not as 
troubling to you) as your panic disorder symptoms 
x not at significant risk of suicide or harm to self or others 
 
If you meet all of the above criteria and you choose to participate in this study, 
you will be asked to take part in a brief diagnostic assessment (conducted over 
the telephone) in which you will be asked some questions about your mental 
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health. You will also be asked general demographic questions and questions 
about any current treatment. If you are not eligible for the study you will be 
offered information about other services that you might find useful. If you are 
eligible for the study, you will be sent an information package containing a 
number of questionnaires (either hand written or in electronic format), after which 
you will undertake Panic Online, an interactive e-therapy program (developed by 
researchers from Swinburne, Deakin and Monash Universities for the treatment 
of panic disorder) that involves some input from, and contact with, a registered 
provisional psychologist. This program involves using the Internet to work 
through a series of modules for a period of eight weeks, with email support from 
a therapist. Each module is self-administered and should take no more than a 
few hours to complete. Some of the modules also suggest activities for you to 
practise to help manage your panic symptoms. 
 
You will be allocated a provisional psychologist with whom you can communicate 
regularly by email. The purpose of this correspondence is to assist you to work 
through the Panic Online program, and to make the most of the suggested 
activities. Please feel free to contact your provisional psychologist by email as 
often as you need. You will receive a response within 48 hours (although 
generally not on weekends). Should you choose not to correspond for a one 
week period, you will be contacted by your provisional psychologist via email.  
 
Once you have completed the program, you will complete the same interview via 
telephone that you completed at the start of the program and will be asked to fill 
in some more questionnaires (testing improvement in your symptoms and your 
experience of the online relationship you shared with the therapist). This final 
stage should take no more than two hours to complete. In total, your involvement 
in this research should take about two months, with a commitment of about one 
or two hours per week. 
 
It is important that you answer every item on the questionnaires both before and 
after undertaking Panic Online.  
 
Continual review and monitoring will take place, regarding the efficiency and 
safety of the research project, and this will enable early detection and 
management of any problems you may encounter. 
 
5. Possible Benefits 
 
By utilising the Internet to deliver counselling support, psychologists are able to 
reach those who would otherwise be inaccessible to, and therefore denied the 
benefits of, mental health services. This is especially relevant to people who live 
in areas of Australia where there are fewer adequately trained mental health 
professionals. 
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We cannot guarantee or promise that you will receive any benefits from this 
project. However, Panic 
Online is a treatment program consistently shown to be effective in treating panic 
attacks, and it is expected that participants in this study who undertake and 
complete the Panic Online modules will experience substantial reductions in 
presenting symptoms of panic disorder. 
 
6. Possible Risks 
 
Owing to the sensitive nature of the subject material, you may experience a 
degree of distress or discomfort. For this reason, you will be provided with 
contact details for a relevant psychological support service, and the option of 
debriefing will be made available to you. 
 
If you do consent to participate, you may suspend or withdraw prior to submitting 
your questionnaires, or at any stage throughout the study. Please note that the 
treatment provided in this study cannot provide crisis support. In the event that 
you experience a crisis or if you wish to investigate alternative treatments, please 
consider approaching your family Doctor, or any of the following options: 
 
 
Lifeline Australia (after-hours service) 
Ph: 13 11 14       
http://www.lifeline.org.au/ 
 
 
Reconnexion 
Ph: (03) 1330 273 266 
http://www.pada.org.au 
 
Beyondblue 
Ph: 1300 224 636 
http://www.beyondblue.org.au 
 
The Australian Psychological Society 
Ph: (03) 8662 3300 or 1800 333 497 
http://www.psychology.org.au/FindaPsychologist 
 
 
 
 
 
7. Other Treatments Whilst on Study 
 
It is important to tell your doctor and the research staff about any treatments or 
medications you may be taking, including non-prescription medications, vitamins 
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or herbal remedies and any changes to these during your participation in the 
study. 
 
8. Alternatives to Participation 
 
Panic attacks are experienced by many Australians and may be effectively 
treated. Alternative treatments include undertaking cognitive behaviour therapy 
(including relaxation training) with a psychologist, psychiatrist, or as directed by 
your family Doctor or medication. 
 
9. Privacy, Confidentiality and Disclosure of Information 
 
Any information obtained in connection with this research project that can identify 
you will remain confidential and will only be used for the purpose of this research 
project. It will only be disclosed with your permission, except as required by law. 
 
Your participation is confidential. You will be provided with a code (e.g., 
participant A) rather than your name being recorded. Your relevant demographic 
information (age, gender, employment status etc.) will be recorded next to your 
code number, but you will not be identified in any other way. Storage of the data 
collected will adhere to the University’s regulations and kept on University 
premises in a locked cupboard/filing cabinet for 5 years. A report of the study 
may be submitted for publication, but individual participants will not be identifiable 
in such a report. 
 
Any identifying information obtained in connection with this research project will 
remain confidential and will only be used for the purpose of this research project. 
Email exchanges between you and the researchers will be stored on a secure 
server for the duration of your participation. The content of these emails will only 
be available to the researchers. It will only be disclosed with express permission, 
except as required by law. 
 
It is desirable that your family doctor be advised of your decision to participate in 
this research project. 
By signing the Consent Form, you agree to your family doctor being notified of 
your decision to participate in this research project. 
 
In accordance with the Freedom of Information Act 1982 (Vic), you have the right 
to access and to request correction of information held about you by Deakin 
University. 
 
10. New Information Arising During the Project 
 
During the research project, new information about the risks and benefits of the 
project may become known to the researchers. If this occurs, you will be told 
about this new information. This new information may mean that you can no 
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longer participate in this research. If this occurs, the person(s) supervising the 
research will stop your participation. In all cases, you will be offered all available 
care to suit your needs and medical condition. 
 
11. Results of Project 
 
In any publication, information will be provided in such a way that you cannot be 
identified. Should you desire, you will be forwarded a copy of the published 
results of this study, or directed to where you can find them. 
 
12. Further Information or Any Problems 
 
If you require further information or if you have any problems concerning this 
project (for example, any side effects), you can contact the principal researcher. 
The researchers responsible for this project are: 
 
Chris Trewavas (Phone: +61 3 9251 7004 or email: cdt@deakin.edu.au) 
 
Dr Helen Mildred (Phone: +61 3 9251 7777 or email: 
helen.mildred@deakin.edu.au) 
 
Dr Ciaran Pier (Phone: +61 3 92446217 or email: ciaran.pier@deakin.edu.au) 
 
Samantha Tabak (Phone: +61 3 9251 7004 or email sjtab@deakin.edu.au) 
 
13. Complaints 
 
If you have any complaints about any aspect of the project, the way it is being 
conducted or any questions about your rights as a research participant, then you 
may contact:  
 
The Manager, Office of Research Integrity, Deakin University, 221 Burwood 
Highway, Burwood 
Victoria 3125. Telephone: 9251 7129, Facsimile: 9244 6581; research-
ethics@deakin.edu.au. 
. 
Please quote project number 2009-196. 
 
14. Participation is Voluntary 
 
Participation in any research project is voluntary. If you do not wish to take part 
you are not obliged to. 
 
If you decide to take part and later change your mind, you are free to withdraw 
from the project at any stage. 
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Your decision whether to take part or not to take part, or to take part and then 
withdraw, will not affect your routine treatment, your relationship with those 
treating you or your relationship with Deakin University. 
 
Before you make your decision, a member of the research team will be available 
so that you can ask any questions you have about the research project. You can 
ask for any information you want. Sign the Consent Form only after you have had 
a chance to ask your questions and have received satisfactory answers. 
 
If you decide to withdraw from this project, please notify a member of the 
research team before you withdraw. This notice will allow that person or the 
research supervisor to inform you if there are any health risks or special 
requirements linked to withdrawing. 
 
15. Reimbursement for your costs 
 
You will not be paid for your participation in this trial. 
 
16. Ethical Guidelines 
 
This project will be carried out according to the National Statement on Ethical 
Conduct in Research Involving Humans (June 1999) produced by the National 
Health and Medical Research Council of Australia. This statement has been 
developed to protect the interests of people who agree to participate in human 
research studies. 
 
The ethical aspects of this research project have been approved by the Human 
Research Ethics Committee of Deakin University. 
 
17. Injury 
 
In the event that you suffer an injury as a result of participating in this research 
project, hospital care and treatment will be provided by the public health service 
at no extra cost to you. 
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Appendix L 
 
 
(Date here)    
 
 
 
 
Dr ******* 
(Address details here) 
 
Dear Dr *******, 
 
You may be aware that your patient, [insert patient name & age], has enrolled in our study: The 
Therapeutic Alliance Online, conducted by the Faculty of Health, Medicine, Nursing and 
Behavioural Sciences at Deakin University. This project is evaluating the role of the therapeutic 
relationship in mediating treatment outcome for Panic Online (an established and effective 
internet-based therapy for panic disorder).  
 
This project employs cognitive behavioural strategies to assist people to learn how to manage 
their panic attacks. Assistance takes the form of an internet-based therapy for 8 weeks. The 
internet-based treatment also includes ongoing therapeutic assistance (online) from registered 
provisional clinical psychologists working for Deakin University. We have requested General 
Practitioner details from all our participants, as a means to ensure continuity of good clinical care. 
 
If you would like to know more about the program itself, you can find further information on our 
registration website page at 
 
http://www.mja.com.au/public/issues/183_10_211105/mih10602_fm.pdf 
 
Alternatively if you would like to discuss the project further or if you have any concerns about your 
patient being involved in this project, please contact: 
 
Dr. Helen Mildred, Project Co-ordinator 
Faculty of Health, Medicine, Nursing and Behavioural Sciences 
Department of Psychology, Deakin University 
Phone: Phone: +61 3 9251 7139 
email: helen.mildred@deakin.edu.au 
 
Yours sincerely, 
 
 
 
Chris Trewavas 
Candidate: Doctor of Psychology (Clinical) 
Deakin University 
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Appendix M 
 
Dear ______________ 
 
Welcome to the study and thank you for taking part in this project.  
 
We've already spoken on the phone and exchanged a few emails. My name is Chris. I'm a 
registered provisional psychologist and student at Deakin University.  
 
You and I will be in regular contact (approximately once weekly by email) for the next few months. 
But please feel free to contact me as often as you need, and I'll do my best to reply within 48 
hours. In total, your involvement in this research should take about two months, with a 
commitment of about one or two hours per week. 
 
My primary role will be to support and guide you through 'Panic Online', an Internet-based 
treatment program for panic attacks. The program is easy to use and has helped many people 
reduce symptoms of anxiety in the past.  
 
Although I am here to assist you, I'm not available to provide after-hours support or crisis 
response. Should you require emergency assistance at any stage, please present to your nearest 
emergency department or call an ambulance ("000"). If you need after-hours counselling support, 
please contact lifeline: 13 11 14 or www.lifeline.org.au.  
 
As outlined in the plain language statement, we ask you to please complete some questionnaires 
before starting (and after finishing) the Panic Online program. These are designed to help us 
monitor changes in your symptoms, and understand your experience of participating in this 
project. The link for the initial set of questionnaires is:  
 
http://www.deakin.edu.au/psychology/research/panic/questionnaires/pre 
 
Your personal ID code is ____. The password is "relax". Once you log on, you'll find eight brief 
questionnaires to complete. Once completed, I’ll email you a link and password for the Panic 
Online program so that you can get started using it. After you finish working through Panic Online, 
I’ll email you another link to complete the final set of questionnaires. 
 
I look forward to working with you, and hope you enjoy taking part in this project. 
 
Kind regards 
 
Chris Trewavas 
Candidate: Doctor of Psychology (Clinical) 
Deakin University
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Appendix N 
Time 1 – Time 2 values for scales measuring individual participant symptom severity or frequency of panic attacks  
Scale T1 – T2 Score (N = 18)* 
DASS (dep) 2 24 –3 29 –4 4 8 11 1 11 –2 2 6 8 3 0 3 36 
DASS (anx) 9 6 –3 18 –5 3 13 24 10 10 13 19 5 7 10 4 1 29 
DASS (stress) 10 13 8 7 1 1 6 22 11 15 7 10 8 4 8 1 6 31 
ACQ 1 7 6 11 5 6 26 9 8 –6 16 11 18 7 0 5 5 21 
PDSS 8 8 0 15 2 5 2 6 9 8 4 5 6 7 6 2 5 5 
ASI-3 6 –1 24 23 1 15 40 12 6 6 9 9 16 –5 4 5 19 45 
MIA (alone) 4 –16 5 19 29 –1 25 17 4 3 13 13 16 14 7 21 0 12 
MIA (accomp) 0 –17 0 –6 17 –4 16 39 4 –3 13 8 11 18 5 14 –2 5 
MIA (7 days) 1 0 –1 4 1 1 2 3 3 –3 2 2 2 1 1 1 9 1 
MIA (3 weeks) 3 4 0 3 0 3 1 0 2 –1 1 3 0 0 –3 3 1 2 
MIA (severity) –2 –4 0 –1 0 –2 –1 –1 –3 –1 –1 –2 0 –1 0 –2 –1 –1 
Note. *Negative scores indicate deterioration, positive scores indicate improvement; DASS (dep), depression subscale on the depression, anxiety and stress scale; 
DASS (anx), anxiety subscale on the depression, anxiety and stress scale; DASS (stress), stress subscale on the depression, anxiety and stress scale; PDSS, panic 
disorder severity scale; ACQ, agoraphobic cognitions questionnaire; ASI-3, anxiety sensitivity index; MIA (alone), alone subscale on the mobility inventory for 
agoraphobia; MIA (accomp), accompanied subscale on the mobility inventory for agoraphobia; MIA (7 days), frequency of panic attacks over the last seven days 
on the mobility inventory for agoraphobia; MIA (3 weeks), frequency of panic attacks over the last three weeks on the mobility inventory for agoraphobia; MIA 
(severity), severity of most recent panic attacks on the mobility inventory for agoraphobia.
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Appendix O 
Individual participant personality profile on the big five inventory at pre and post-treatment stages compared with age-based norms 
Scale Mean score* 
Neuro                    
 Pre 4.13 3.38 4.88 4.88 4.38 3.75 4.38 3.50 2.63 4.63 4.25 3.50 3.38 2.38 3.63 2.38 4.25 5.00 
 Post 3.75 3.25 3.75 3.50 3.63 3.88 3.38 2.50 2.13 3.38 3.50 2.88 2.88 1.88 3.00 2.25 3.13 3.13 
 Norm 3.20 3.06 3.28 3.04 3.04 3.06 3.05 3.23 2.93 3.22 3.22 2.92 3.23 3.06 3.05 3.05 3.19 3.24 
Consc                   
 Pre 4.22 3.78 4.89 3.33 3.89 4.33 4.22 3.22 4.11 3.33 3.00 3.67 3.00 4.11 4.22 3.67 4.11 4.00 
 Post 4.00 3.67 4.78 3.33 3.33 4.44 4.22 3.33 4.78 3.56 3.44 3.89 3.11 3.89 4.44 4.11 3.89 3.44 
 Norm 3.65 3.84 3.52 3.82 3.87 3.88 3.81 3.61 3.87 3.63 3.63 3.86 3.61 3.88 3.81 3.85 3.65 3.63 
Open                    
 Pre 3.80 4.40 4.60 1.80 3.50 2.90 3.90 4.20 3.00 4.20 2.50 2.80 3.70 4.70 2.80 2.90 3.20 3.60 
 Post 3.50 3.90 4.60 2.10 3.50 3.60 4.00 4.50 3.60 4.10 2.50 3.00 3.60 4.60 2.10 3.10 3.40 3.80 
 Norm 3.91 3.92 3.94 3.91 3.89 3.80 3.85 3.94 3.89 3.94 3.94 3.80 3.94 3.80 3.85 3.90 3.87 3.92 
Extra                    
 Pre 2.25 3.50 1.75 3.88 1.75 3.38 3.88 3.25 2.50 3.13 2.50 2.88 3.13 4.88 1.50 2.75 1.88 1.88 
 Post 1.75 3.13 2.00 4.13 2.13 3.00 4.13 3.00 2.88 3.38 1.88 3.75 3.00 4.88 1.50 2.50 2.50 2.88 
 Norm 3.26 3.25 3.30 3.25 3.25 3.13 3.23 3.29 3.25 3.28 3.28 3.10 3.29 3.13 3.23 3.30 3.24 3.31 
Agree                    
 Pre 3.00 4.67 2.67 3.89 3.56 4.00 4.22 3.78 4.78 3.56 3.56 4.22 4.44 5.00 4.22 3.89 4.22 3.89 
 Post 3.56 3.89 3.22 3.78 3.44 4.22 4.22 3.67 3.78 3.56 3.44 4.78 3.78 5.00 3.89 3.89 3.11 4.33 
 Norm 3.75 3.90 3.64 3.99 3.91 3.90 3.93 3.67 3.91 3.67 3.67 3.99 3.67 3.90 3.93 3.91 3.78 3.68 
Note. *N = 18 for all pre and post rows; scale, big five inventory subscale; Consc, conscientiousness subscale on the big five inventory; Neuro, neuroticism subscale on the big five 
inventory; Extra, extraversion subscale on the big five inventory; Open, openness subscale on the big five inventory; Agree, agreeableness subscale on the big five inventory; 
subscale, subscale on the big five inventory; norms are taken from Srivastava, John, Gosling, and Potter (2003). Though it is noteworthy that the means and standard deviations 
included were calculated from a sample whose age range was 23 to 63, while the age range used by Srivastava et al. (2003) was 21 to 60. Furthermore, while the sample size for 
the present study was N = 18, sample sizes used by Srivastava et al. (2003) ranged from n = 6076 (for age 21) to n = 161 (for age 59). Srivastava, S., John, O. P., Gosling, S. D., & 
Potter, J. (2003). Development of personality in early and middle adulthood: Set like plaster or persistent change? Journal of Personality and Social Psychology, 84, 1041-1053 
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Appendix P 
 
Pearson Product Moment Correlations Between Individual Participant Factors and Treatment Outcome (following transformation) 
 
Measure/subscale 1 2 3 4 5 6 7 8 9 10 11 12 13 
1. BFI (agree) _ –.15 –.04 –.64** .49* .33 .38 .29 –.42 –.35 –.23 –.14 –.02 
2. BFI (cons)  _ .28 .08 –.27 .03 –.39 –.11 –.19 –.26 –.07 –.30 –.23 
3. BFI (open)   _ –.07 .18 .12 –.13 –.05 –.48* –.36 –.17 –.16 .17 
4. BFI (neuro)    _ –.35 –.69** –.24 –.07 .39 .52* .28 .29 .29 
5. BFI (extra)     _ .20 .35 .44 –.37 –.37 –.39 .07 .24 
6. GSES       _ .00 –.09 -.35 –.11 –.21 –.14 –.17 
7. MIA (accomp)       _ .85** .24 .12 .37 .30 .44 
8. MIA (alone)        _ .25 .13 .38 .35 .48* 
9. DASS (anx)         _ .65** .59** .69** .37 
10. DASS (stress)          _ .39 .53* .19 
11. PDSS           _ .28 .36 
12. ASI-3            _ .79** 
13. ACQ             _ 
Note. *Correlation is significant at the .05 level (two-tailed); **correlation is significant at the .01 level (two-tailed); BFI (agree), agreeableness subscale on the big five inventory; 
BFI (cons), conscientiousness subscale on the big five inventory; BFI (open), openness subscale on the big five inventory; BFI (neuro), neuroticism subscale on the big five 
inventory; BFI (extra), extraversion subscale on the big five inventory; GSES, general self-efficacy scale (pre-treatment); ASI-3, anxiety sensitivity index; PDSS, panic disorder 
severity scale; ACQ, agoraphobic cognitions questionnaire; MIA (alone), alone subscale on the mobility inventory for agoraphobia; MIA (accomp), accompanied subscale on the 
mobility inventory for agoraphobia; DASS (anx), stress subscale on the depression, anxiety and stress scale; DASS (stress), anxiety subscale on the depression, anxiety and stress 
scale; PDSS, panic disorder severity scale; ASI-3, anxiety sensitivity index; ACQ, agoraphobic cognitions questionnaire. 
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Appendix Q 
Pearson Product Moment Correlations Between Working Alliance and Treatment Outcome (following transformation) 
Measure/subscale 1 2 3 4 5 6 7 8 9 10 11 
1. WAI (total) _ –.94** –.94** –.87** .38 .35 .36 .20 .08 .17 .27 
2. WAI (bonds)  _ .91** .70** –.24 –.24 –.27 –.22 .01 –.13 –.14 
3. WAI (tasks)   _ .77** –.30 –.39 –.36 –.09 .04 –.08 –.29 
4. WAI (goals)    _ –.46 –.29 –.41 –.12 –.07 –.26 –.29 
5. ASI-3      _ .28 .79** .35 .23 .53* .69** 
6. PDSS       _ .36 .38 .49* .39 .59** 
7. ACQ        _ .48* .24 .19 .37 
8. MIA (alone)        _ .65** .13 .25 
9. MIA (accomp)         _ .11 .31 
10. DASS (stress)          _ .65** 
11. DASS (anx)           _ 
Note. All measures represent post-treatment data; *correlation is significant at the .05 level (two-tailed); **correlation is significant at the .01 level (two-tailed); 
WAI (total), total score on the working alliance inventory; WAI (tasks), bonds subscale on the working alliance inventory; WAI (bonds), bonds subscale on the 
working alliance inventory; WAI (goals), bonds subscale on the working alliance inventory; ASI-3, anxiety sensitivity index; PDSS, panic disorder severity 
scale; ACQ, agoraphobic cognitions questionnaire; MIA (alone), alone subscale on the mobility inventory for agoraphobia; MIA (accomp), accompanied 
subscale on the mobility inventory for agoraphobia; DASS (stress), stress subscale on the depression, anxiety and stress scale; DASS (anx), anxiety subscale on 
the depression, anxiety and stress scale. 
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Appendix R 
Pearson Product Moment Correlations Between Working Alliance and Treatment Outcome (following transformation) 
Measure/subscale 1 2 3 4 5 6 7 8 9 10 11 
1. WAI (total) _ –.94** –.94** –.87** .05 -–.06 –.13 –.19 –.11 .20 .091 
2. WAI (bonds)  _ .91** .70** .04 –.03 .04 .12 .07 –.27 –.00 
3. WAI (tasks)   _ .77** .12 .02 .11 .03 .25 –.26 .12 
4. WAI (goals)    _ –.13 .08 .10 .15 .16 –.21 –.13 
5. BFI (agree)     _ –.15 –.04 –.64** .49* –.37 .33 
6. BFI (cons)      _ .28 .08 –.27 –.00 .02 
7. BFI (open)       _ –.07 .18 .12 .12 
8. BFI (neuro)        _ –.35 .38 –.69** 
9. BFI (extra)         _ –.36 0.20 
10. TCS          _ –.49* 
11. GSES (pre)           _ 
Note. *Correlation is significant at the .05 level (two-tailed); **correlation is significant at the .01 level (two-tailed); WAI (total), total score on the working 
alliance inventory; WAI (tasks), bonds subscale on the working alliance inventory; WAI (bonds), bonds subscale on the working alliance inventory; WAI 
(goals), bonds subscale on the working alliance inventory; BFI (agree), agreeableness subscale on the big five inventory; BFI (cons), conscientiousness subscale 
on the big five inventory; BFI (open), openness subscale on the big five inventory; BFI (neuro), neuroticism subscale on the big five inventory; BFI (extra), 
extraversion subscale on the big five inventory; TCS, treatment credibility scale; GSES (pre), general self-efficacy scale (pre-treatment). 
 
 
